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OPERATIVE SURGERY AND TECHNIQUE 


Tenckhoff, B.: Hypertonic Glucose Solutions as 
a Prophylactic Against Injurious Effects of 
Operation and Anesthesia (Hochprozentige 
Traubenzuckerloesungen, ein Prophylakticum gegen 
Operations- und Narkoseschaeden). Zentralbl. f. 
Chir., 1922, xlix, 1472. 


On the evening previous to a major operation 
10 c.cm. of a sterile 10 per cent glucose solution are 
slowly injected into the ulnar vein. Concentrations 
of from 20 to 50 per cent may also be used. The only 
unpleasant after-effect is chilliness. The injection 
is given the evening before the operation because its 
optimal effect does not appear until twelve to twenty 
hours later. The pulse is strong and of good tension 
after the operation and the curve reaches the same 
height as before. 

The effect upon the anesthesia is very favorable; 
the stage of excitation is lessened and may be com- 
pletely abolished, the amount of anesthetic neces- 
sary is reduced, and nausea and vomiting are pre- 
vented. If the injection is not given until after the 
operation it is of little benefit. WortMANN (Z). 


Melchior, E.: The Physiology of Wounds (Ueber 
Wundphysiologie). Beitr. s. klin. Chir., 1922, 
cxxvii, 138. 

Melchior discusses the normal and pathologic 
physiology of wounds and the biology of healing 
processes. As a vicarious replacement tissue the 
most important function of granulations is the 
provisional closing off of the surface of the body. 
This is directed partly against the outflow of body 
juices and partly against the penetration of sub- 
stances from the exterior. 

It has been assumed that the fine cellular proc- 
esses in wound healing are set in action by hor- 
mones which are freed by the decomposition of the 
tissues in the region of the injury (Bier) and stand 
in close relationship to a phenomenon designated 
“evtotropism” (Rous). Disturbances of wound 


healing include those of a general and those of a 
local nature. In the former the constitution of the 
subject and severe general diseases play an impor- 
tant part; also the condition of the endocrine glands. 
The causes which may contribute toward retarda- 
tion or prevention of wound healing are therefore 
extraordinarily manifold. NAEGELI (Z). 


ASEPTIC AND ANTISEPTIC SURGERY 


Rowell, H. G.: The Surgical Importance of Iodine 
Idiosyncrasy and Poisoning. Surg., Gynec. & 
Obst., 1923, XXXVi, 219. 

As iodine is a disinfectant for skin and open 
wounds commonly used by the laity and the medical 
profession, the author calls attention to the fact that 
in rare instances a patient may exhibit an idiosyn- 
crasy to the drug, its use being followed by condi- 
tions ranging from a local lesion to death. 

Reports of iodine idiosyncrasy in the literature 
deal largely with cases in which iodides were ingested, 
those in which iodine was used externally being few. 
It is generally believed that a very small dose can 
produce the reaction; hence the entry of a small 
quantity through the skin may be sufficient. Orms- 
by states that the physical reaction to the drug, and 
not the dose, is the important factor. Coca main- 
tains that the drug allergy is not essentially different 
in its underlying mechanism from that of idiosyn- 
crasy toward non-medical substances. The reaction 
usually appears in a few hours but may be delayed 
for five to twenty days. 

A case reported by Rowell was that of a man 55 
years of age who was admitted to the Massachusetts 
General Hospital for gastric study and with the 
additional diagnoses of inguinal hernia on the left 
side and enlargement of the prostate. His history 
seemed favorable except for an attack of gonor- 
rhoea thirty-three years before, which was followed 
by gleet. Ten days after his admission to the hos- 
pital he was operated upon for chronic appendicitis 
with hyperchlorhydria. A Bassini repair of the left 
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inguinal hernia was also done. The patient was 
given 18 oz. of ether and wide preparation with half- 
strength tincture of iodine. After the herniotomy a 
large raised hematoma was noted in the abdominal 
wound. This was opened after a new table toilet 
and another local application of iodine. A few days 
later the patient was placed on the “improvement 
list”’ but the next day he became irrational and was 
again placed on the “danger list.”” Around both the 
hernia wound and the rectus wound there appeared a 
purplish color which gradually spread. Death occur- 
red ten days after the operation. Most of the abdo- 
men was purplish, and purplish blebs developed on 
the lower limbs. 

The prognosis depends chiefly on the severity of 
the symptoms, but is always serious, the mortality 
being very high. 

There is no specific treatment. Starch, the clas- 
sical antidote for iodine, may be given in solution in 
the stomach. In the average case the usual methods 
of increased elimination are logical, and in the pur- 
puric type, at least, transfusion is indicated, often 
more than once. 

On the basis of his investigation the author draws 
the following conclusions: 

1. There is a very definite iodine allergy closely 
related to, if not the same as, iodine poisoning and 
iodism, and identical with the toxic effects produced 
by the iodides, to which iodine is converted on ab- 
sorption. 

2. In cases of allergy the symptoms closely 
resemble those of poisoning, the chief difference 
being the amount of iodine producing them. 

3. While undoubtedly the condition is rare, the 
precautions indicated are a carefully taken history 
and a reasonable effort to prevent absorption by 
restricting the iodine to a limited area and removing 
it soon by means of alcohol. The painting of a post- 
operative wound with iodine has unfortunate pos- 
sibilities. In doubtful or suspicious cases some other 
disinfectant should be used. 

4. In postoperative cases showing suggestive 
symptoms, a test should be made for the drug, and 
if it is found, appropriate treatment should be 
given, depending on the severity and type of the 
symptoms. 

5. The frequent use of iodine by the laity for the 
early sterilization of open wounds is associated with 
possible danger. In the surgery of compound frac- 
tures the full-strength solution should be used with 
discrimination. A careful inquiry with regard to 
previous reactions will aid in avoiding fatal acci- 
dents. 

6. In cases with marked idiosyncrasy even paint- 
ing the skin with small amounts of iodine may cause 
symptoms. 

7. Transfusion, when used, should be repeated 
whenever the patient is losing ground. 

8. Before iodine is used in the case of a patient 
who has been treated with iodides for syphilis or 
some other condition, his previous reaction to the 
drug should be determined. 
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9. In spite of the efficiency of certain iodine salts 
as injections for urological X-ray examinations, we 
must recognize a theoretical danger in their use. 

10. In industrial plants where iodine or its fumes 
are present, workmen sometimes show symptoms of 
acute or chronic poisoning. Therefore treatment of 
their injuries with iodine must be potentially danger- 
ous. 
11. Iodine need not be discarded as a disinfectant 
but its removal by alcohol immediately after its 
application is desirable. | Grorce E. Betsy, M.D. 


ANZSTHESIA 


Wiemann, O.: Clinical Investigations on the Be- 
havior of the Blood Pressure and the Pulse 
During and After Novocaine-Adrenalin An- 
gsthesia (Klinische Untersuchungen ueber das 
Verhalten von Blutdruck und Puls waehrend und 
nach Novocaine - Suprarenin Anaesthesierung). 
Deutsche Ztschr. f. Chir., 1922, clxx, 150. 


The purpose of the author’s investigations was to 
determine the behavior of the blood pressure and the 
pulse in an undisturbed operation performed under 
local anesthesia. Novocaine-adrenalin solution was 
used partly for local infiltration and partly for con- 
duction anesthesia. The pulse and blood pressure 
(systolic pressure determined with the Riva-Rocci 
apparatus) were recorded a few minutes previous to 
the induction of the anesthesia and the determina- 
tions were repeated thereafter at intervals of two 
minutes. Only those cases were included in the 
study in which no signs of a general novocaine- 
adrenalin intoxication were observed during the 
induction of anesthesia or the operation, par- 
ticularly symptoms on the part of the nervous 
system. The influence of psychic factors was mini- 
mized as much as possible by the administration of 
morphine. 

In a number of cases there were no marked changes 
in the pulse or the blood pressure either during the 
induction of the anesthesia or during the operation; 
a fluctuation in the blood pressure of 20 mm. Hg. 
and a change of twenty beats per minute in the 
pulse were considered insignificant. In other cases, 
the anesthetic caused a considerable increase in the 
blood pressure and, in some, a considerable reduc- 
tion. In those in which an increase occurred the 
pressure rose to 78 mm. between two to thirty 
minutes after the beginning of the anesthesia. As 
a rule the rise was noticed first in from four to six 
minutes; occasionally, a fall preceded the rise. In 
general, a rise in the blood pressure, if it was pro 
duced at all by the anesthesia, seemed to occur 
within the first ten minutes. 

The cause of the rise in the blood pressure should 
be sought in the adrenalin content of the fluid in- 
jected. The pressure usually declined again very 
rapidly, the decrease occurring as a rule from two to 
four minutes after the highest value was reached: 
in only a few cases did the high value persist for 
twelve to fifteen minutes. In isolated cases the blood 
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pressure rose steplike in response to repeated injec- 
tions of the novocaine-adrenalin solution. In others, 
further injections caused no renewed increase, and 
in some, when the fall in the curve. had already be- 
gun, it was not interrupted by other injections. 
On the whole, the blood pressure sank after the 
initial rise only to the original value, and in the 
subsequent course of the operation showed only 
inconsequential fluctuations. In some cases, how- 
ever, the curve was such that after the initial rise 
there was a decrease below the original value, in 
many instances considerably below the original 
value. From the practical standpoint the question 
arises as to whether this fall in the blood pressure, 
which frequently occurs before the operation is 
begun and reaches its maximum during the opera- 
tion, denotes a dangerous condition. In the author’s 
opinion it does not as it is not sufficient to cause 
collapse. Collapse may occur, however, if at the time 
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Fracture of the Skull and Its Com- 
Am. J. Surg., 1923, Xxxvii, 33. 


Blahd, M. E.: 
plications. 


During the last decade there have been unusual 
opportunities for the study of head injuries because 
of the recent World War and the constantly increas- 
ing number of traffic accidents. While the war 
injuries were for the most part of a decidedly dif- 
ferent nature from those seen in civil practice, the 
same principles of treatment are applicable to both 
types. 

The author divides cranial and intracranial in- 
juries into three classes: (1) fractures of the skull 
without brain complications; (2) fractures of the 
skull with brain complications; and (3) brain injuries 
without fracture of the skull. 

The first class represents the simplest form of skull 
injury. In such cases the routine X-ray examination 
isofthe greatest importance. Non-interference brings 
the best results. Unless there is danger of complica- 
tions, the treatment should never be surgical. To 
prevent the very serious complication of meningitis, 
all scalp wounds, however trivial, should be carefully 
inspected for the presence of a fracture running 
through the base of the wound. If such a fracture is 
found, the scalp wound should be excised and the 
edges brought together without drainage. 

The X-ray examination will reveal the presence or 
absence of depressions involving the inner table or of 
detached pieces of bone within the brain substance. 
If a depression is found, it should be raised as soon as 
the patient’s condition will permit the operation. In 
this procedure it is often necessary to remove a con- 
siderable amount of comminuted bone, leaving 
large defects in the skull. These defects should be 
closed with a free bone transplant at a later time. 
It is also imperative to remove bone spicules from 
the brain substance. 


of the deep fall in the blood pressure operative 
effects become active, especially hemorrhage. 
Eight cases of splanchnic anesthesia induced by 
the Kappis method showed no differences from cases 
of anesthesia of another type. Sraut (Z). 


SURGICAL INSTRUMENTS AND APPARATUS 


Rectenwald, J. J.: A Thoracic Abdominal Gate. 
N. York M.J. & Med. Rec., 1923, cxviii, 102. 


This is an instrument to maintain a permanent 
opening into the pleura, lung, stomach, liver, colon, 
cecum, ovaries, bladder, or uterus. It obviates the 
necessity for repeated incisions. It is so constructed 
that it can be introduced into a very small opening, 
and is held in place by its outer and inner plates. 
It can be used when it is necessary to treat the inte- 
rior of an organ repeatedly as for radium applications, 
instrumentation, etc. Marcus Hosart, M.D. 


HEAD AND NECK 


The second classification, that of fracture of the 
skull with brain complications, and the third classi- 
fication, that of brain injury without skull fracture, 
differ only in so far as injury to the bony structures 
is concerned and therefore may be considered to- 
gether. The treatment for such cases has been pre- 
viously described. 

Immediate injuries to the brain or its blood 
vessels are due to laceration, oedema, and hemor- 
rhage, and remote injuries to gliosis, scar or 
cyst formation, etc. Modern technique has not 
arrived at a stage of perfection permitting brain 
suturing. The second and third causes of immediate 
injuries, edema and hemorrhage, may be considered 
together as both are apt to produce acute cerebral 
compression. 

Some very illuminating experiments demonstrat- 
ing the effects of cerebral compression have been 
performed by Kocher, Hill, Cushing, and others. 
In man, these experimental phenomena are at times 
very accurately reproduced by cerebral hemorrhage 
or oedema. 

Numerous factors enter into the recognition of 
cerebral compression but a history of injury followed 
by protracted unconsciousness and increased pulse 
pressure and the presence of one other symptom is 
sufficient to establish the diagnosis. 

The ideal method of remedying intracranial 
hemorrhage would be to ligate the bleeding vessel 
and evacuate the clot, but this cannot be done as it 
is still impossible to localize subdural hemorrhages 
accurately. Therefore, the treatment must be symp- 
tomatic and expectant. 

A procedure frequently mentioned in the literature 
is lumbar puncture. The author states that in cases 
of this kind lumbar puncture is a dangerous under- 
taking and as the cerebrospinal fluid quickly reforms 
its therapeutic value is at least very doubtful. 

Grorce E. M.D. 
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Graves, S.: Fracture of the Skull Base with Super- 
ficial Hemorrhage on the Opposite Side: 
Report of an Interesting Autopsy. Kentucky 
M.J., 1923, xx, 634. 

The author reports the findings of the autopsy per- 
formed on a man 70 years of age to determine wheth- 
er the cause of death was fracture or apoplexy. 
‘ There was a history of chronic nephritis and two 
attacks of apoplexy. 

A linear fracture at the base of the skull was found 
on the right side extending from the inner end of the 
sigmoid sinus to the occipital protuberance. There 
was no hemorrhage near this fracture but a super- 
ficial basal hemorrhage was discovered on the left 
side under the frontal and temporal lobes. 

There was very little arteriosclerosis and the blood 
vessels of the brain were not as degenerated as would 
be expected in a man of this age. The kidneys were 
cystic and fibrous, and the heart was hypertrophied 
and dilated. 

The author concluded that the death was due to 
skull fracture, that the hemorrhage on the opposite 
side was due to force contrecoup, and that the insur- 
ance company was liable for death from accident. 

Marcus H. Hosart, M.D. 


Sayad, W. Y., and Harvey, S. C.: The Regenera- 
tion of the Meninges. Ann. Surg., 1923, Ixxvii, 
129. 

Like the peritoneum, the dura will take care of its 
own defects and eventually close them over. The 
question of the formation of adhesions following 
natural repair of the dura has brought forth diver- 
gent opinions. The authors have therefore sub- 
jected the healing of the dura to experimental in- 
vestigation. They carried out their experiments on 
dogs. 

Through a trephine opening in the parietal bone a 
section of dura was removed, care being taken not to 
injure the subjacent arachnoid and pia. The dura 
and bone defect were allowed to fill in with blood clot 
and the wound closed in layers above it. After a 
certain time interval the animals were sacrificed, the 
brain was fixed in situ, the tissues surrounding the 
wound were removed en bloc, and the gross and 
microscopic appearances of the structures were care- 
fully studied. The protocols of eight experiments 
are given and illustrated by drawings and photo- 
micrographs. 

From these experiments the authors conclude that 
regeneration of the dura occurs by organization of 
blood clot. 

Numerous phagocytes, polyblastic cells, and fibro- 
blasts invade the clot from the overlying temporal 
muscle to which it is intimately adherent. These 
cells penetrate through to the arachnoid membrane 
where they become arranged in a plane tangential 
to that surface, and after a week there appears a 
limiting membrane resembling the endothelial lining 
of the normal dura. Further change is marked by 
the growth and condensation of connective tissue 
behind the lining cells. 


The cells invading the blood clot always come from 
the temporal muscle, and adhesions do not form if the 
arachnoid has not been injured. 

The authors conclude that defects made in the 
dura of the dog operatively without injury to the 
adjacent arachnoid heal in from one to two weeks 
and without the formation of adhesions. 

V. G. Burpen, M.D. 


Hawthorne, C.O.: Cerebral and Cerebellar Hemor- 
rhages in Apparently Healthy Adolescents and 
Children. Practitioner, 1922, cix, 425. 


The author reports the cases of two boys who died 
suddenly from cerebral and cerebellar hemorrhage 
respectively. The symptoms were similar to those 
of the apoplexy of adults. Similar cases in the 
literature are cited, but are relatively few as the 
condition is rare. 

The etiology is very vague, no one cause being 
determined for all cases. Many theories have been 
advanced. 

The conclusions drawn are as follows: 

1. Children and young adults cannot be al- 
together excluded from the chance of intracranial 
hemorrhage. 

2. The hemorrhage may occur at a time when the 
subject appears to be in good health. 

The hemorrhage may cause immediate coma 
and early death, or may be followed by symptoms 
suggesting meningitis which persist for several days 
or weeks. 

4. Apparently slight violence may be responsible 
for apoplectiform symptoms and the latter may be 
delayed for several days. Marcus H. Hopart, M.D. 


Mogilnitzki, W.: The Parasitology and Patholog- 
ical Anatomy of Brain Cysticercus (Zur Para- 
sitologie und pathologischen Anatomie des Gehirn- 
cysticercus). Wratschebnoje Djelo, 1922, iii, 337. 


In looking over autopsy material of the Trauma- 
tological Institute the author found the following 
hitherto undescribed case in which a fully developed 
tznia was discovered in a cysticercus cyst of the 
brain. On one of the cysts was a very unusual struc- 
ture 2 to 4 mm. long and 1 to 2 mm. wide which had 
a broad base and a narrow apex. From a central 
cavity there radiated from seven to ten lateral 
branches terminating in small blind sacks. At about 
the middle was a small irregular nodule. The tissuc 
was made up of round and stellate cells. Careful 
examination revealed a fully developed tznia. 

It is to be concluded that in this case the scolex 
assumed the réle of the host. In the human organism 
there are substances which dissolve the egg envelope 
of the cysticercus and allow the tenia to develop anid 
it is possible that in status thymicolymphaticus 
substances are formed in the tissues which change the 
wall of the cyst. The size of the vesicles (10 to 20 
mm.) with typical uteri (7 to 10 lateral ramifica- 
tions) indicates that this was a case of tania solium 
cysticercus cellulosa which had begun to develop 
into a tapeworm. LurHer (Z). 
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Lundberg, S.: Increased Cerebral Pressure with 
Fat Embolism (Gesteigerter Hirndruck bei Fett- 
embolie). Acta chirurg. Scand., 1922, lv, 237. 

Fat embolism is the most common form of em- 
bolism because it occurs frequently in fractures of 
marrow-containing bones and occasionally also in 
injuries of the soft parts. Only the cerebral form 
produces the more serious symptoms leading 
usually to death. A case is reported in which, con- 
trary to previous observations, a marked increase in 
the pressure of the cerebrospinal fluid resulted. 

The patient was a farmer 35 years old who was 
injured by the trunk of a tree falling on his right leg. 
A few hours after the injury there was a rise in the 
temperature to 38.6 degrees C. in spite of the fact 
that the fracture was uncomplicated. Headache 
and sleepiness soon developed. The temperature 
rose still higher and the sleepiness increased to com- 
plete coma. Repeated lumbar punctures revealed a 
pressure of 400, 200, and 300 mm. of water. Neither 
lumbar punctures nor a venesection caused any im- 
provement. The patient died four days after the 
injury. At autopsy, very numerous fat emboli and 
small hemorrhages were found in the brain.. Fat 
emboli were present also in the lungs, but in smaller 
numbers. 

This was a typical case of cerebral fat embolism 
ending fatally fourteen days after the injury. The 
increase in the pressure of the cerebrospinal fluid 
to 400 mm. of water is of particular interest as up 
to the present time an increase has been considered 
a sign indicating the absence of fat embolism. In 
death from cerebral fat embolism the brain shows 
hyperemia, oedema, and hemorrhages. The req- 
uisites for an increase in volume in the cranial cavity 
are therefore present. Lumbar puncture is an im- 
portant therapeutic measure. The injury to the 
brain produced by the pressure is slight in compar- 
ison to the primary injury produced by the fat 
embolism. The assumption is perhaps justified that 
after the lowering of the intracranial pressure it be- 
comes easier for the blood to carry the fat drops 
lying in the brain into the general circulation. 

ScHUBERT (Z). 


Fay, T., and Grant, F. C.: Ventriculoscopy and 
Intraventricular Photography in Internal Hy- 
drocephalus. J. Am. M. Ass., 1923, |xxx, 461. 


The authors report the case of a boy, 10 months 
old, who was brought to the hospital by his mother 
with the request that something be done to check 
the progressive growth of his head. The child’s 
birth had been difficult, labor having continued for 
three days before delivery was effected by means of 
forceps. The mother first noted that the child’s head 
was larger than normal four months later. For 
the last six months it had been gradually increasing 
in size. On the child’s admission to the hospital his 
head measured 64 cm. in circumference and 42 cm. 
from the glabella to the inion. The forehead was 
massive and the face small. The general physical 
condition was excellent. 


In this particular case the main object of treat- 
ment was to establish an outlet through the corpus 
callosum for the relief of the acute internal hydro- 
cephalus. An approach through the dilated ventricle 
with an operating cystoscope was suggested. The 
operation was performed under light anesthesia. 
Clear fluid under considerable pressure escaped. The 
cannula was then removed and a No. 12 cystoscope 
was inserted to obtain a view of the ventricular 
walls. The wound was closed after a sufficient 
amount of fluid had escaped to relieve the pressure. 
After a slight reaction the child’s condition returned 
to normal in a few days. 

Two weeks later a second exploration was per- 
formed, this time on the left side, the posterior horn 
of the ventricle being entered from the parieto- 
occipital lobe. Only a small amount of cerebro- 
spinal fluid escaped during this operation, evidently 
because the pressure had been relieved previously. 
One week later a third operation was attempted, but 
on account of the fact that the instrument which 
was to be used for cutting through the corpus cal- 
losum was defective, it was not completed. Follow- 
ing this operation there was very little reaction and 
the child was in excellent condition. A favorable 
opportunity is being awaited by the authors for 
the completion of the final stage of the third opera- 
tion. 

From the results obtained thus far the following 
conclusions are drawn: 

1. Intraventricular photography and _ ventri- 
culoscopy are possible in the presence of dilated 
ventricles. 

2. Little or no reaction follows such a procedure 
when it is properly conducted. 

3. The diagnostic value of direct inspection of the 
ventricular cavities may prove of considerable 
importance in determining the location and the 
extent of subcortical lesions causing deformities of 
the ventricles. 

4. A satisfactory approach with regard to the 
area and the extent of the opening desired for 
callosal puncture under direct observation may be 
made through a dilated ventricle. 

5. The photographic reproduction of structures 
or lesions within the ventricles requires an exposure 
of at least forty seconds. Grorce E. Britpy, M.D. 


Davis, L. E.: Lesions of the Paratrigeminal Area. 
J. Am. M. Ass., 1923, |xxx, 380. 

Attention is called to cases characterized by pain 
in the distribution of the trigeminal nerve wholly 
unlike the pain of a true major trigeminal neuralgia. 
These must be accurately differentiated because 
section of the sensory root will not give relief. They 
differ entirely from sphenopalatine neuralgia de- 
scribed by Sluder and may be differentiated by 
placing cocaine on the nasal mucous membrane over- 
lying the sphenopalatine ganglion or directly inject- 
ing this structure. 

The author reports two new cases and one from 
the literature in which pain in the distribution of the 
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trigeminal nerve was due undoubtedly to an intra- 
cranial lesion in the area about the gasserian gan- 
glion. In two of these cases there was paralysis of the 
sympathetic fibers passing from the carotid plexus 
inaddition to pain in the trigeminal area, while in the 
other the pain in the face was associated with paral- 
ysis of the oculomotor nerve. No doubt there are 
other combinations of nerve involvement which may 
involve of the gasserian ganglion. 


Brewer, G. E.: Carcinoma of the Cheeks and Lips: 
General Principles Involved in Operations and 
a Summary of the Results Obtained at the 
Presbyterian, Memorial, and Roosevelt Hospi- 
tals, New York. Surg., Gynec. & Obst., 1923, 
XXXVi, 169. 

In from 2 to 3 per cent of cancer subjects seeking 
treatment the primary disease is located in the lip. 
Cancer of the lower lip is about twelve times as fre- 
quent as cancer of the upper lip. About 95 per cent 
of the cases are those of males. The smoking of 
cigarettes or clay pipes and their contact with the lip 
for some time constitute a definite etiological factor. 
There is first a local anemia caused by pressure of 
the pipe stem on the lower Jip; second, an irritating 
effect produced by the nicotine and the products of 
combustion, carbon monoxide and carbon dioxide 
forming carbonic acid with the water of the mouth 
secretions; and third, the direct action of the heat. 
Other etiological factors are seborrhoeic keratoses 
and small papillomata, which not infrequently are 
found on the lower lip; irritation from diseased teeth 
or poorly made plates; cracks in chapped lips; 
leucoplakia; herpes labialis; minute cuts from shaving 
tco closely along the mucocutaneous border; direct 
blows; and the stings of insects. All are causes of 
more or less constant irritation. 

Three different types of malignant disease occur in 
the lip: (1) the squamous epithelioma, (2) the basal- 
cell epithelioma, and (3) sarcoma. 

In cancer of the lower lip lymphatic extension is 
almost invariably observed first in the submental 
nodes. From these it extends to the submayillary 
group, thence to the upper group, and finally to the 
lower cervical groups, both superficial and deep. 

In cancer of the upper lip the submental nodes are 
often not involved, the disease being carried first to 
the nodes adjacent to the submaxillary salivary 
gland or to the upper deep cervical group. The 
primary lesion always appears on the cutaneous side 
of the vermillion border. 

From an analysis of 537 cases d'vided into four 
groups, depending chiefly upon the degree of dif- 
ferentiation of the cells and the number of mitotic 
figures, Broders found that in Group 1, which showed 
the greatest degree of differentiation but no mitotic 
figures, the cures were 100 per cent, while in Group 
4, which showed the opposite microscopic picture. 
the percentage of cures was reduced to zero. 

Volkmann’s rule that a three-year period of free- 
dom from recurrence constitutes a cure in cases 
operated upon for cancer is no longer tenable. 
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Recent statistics from several clinics show that a 
five-year cure was obtained in 66 per cent of the 
cases in Group 1 in which only the primary lesion 
was removed, in g2 per cent of those in Group 2 in 
which the primary lesion and the anatomically 
related submaxillary lymph structures were removed, 
but there was no lymph-node involvement, and in 34 
per cent of those of Group 3 in which the primary 
lesion and related lymph nodes were removed and 
there was positive evidence of involvement of the 
lymph nodes. 

Cancer of the cheek is a rare and exceedingly 
malignant disease which quickly spreads to the 
upper and lower jaw and the adjacent structures of 
the mouth and soon involves the cervical lymphatics. 
In all but the earliest cases radical surgical treat- 
ment requires an extensive, disfiguring, and danger 
ous operative procedure and offers little hope of a 
permanent cure. 

In cases of cancer of the lip the results of surgical 
treatment are far superior to those as yet obtained 
with radium, but in cancer of the cheek radium gives 
better results than surgery. Morris H. Kam, M.D. 


Esser, J. F.S.: Rotation of the Cheek (Die Rotation 
der Wange). Muenchen. med. Wehnschr., 1922, 
Ixix, 780. 


The principle of rotation of the cheek, whereby 
various kinds of defects of the face—in the cheek, 
eyelids, nose, and lips—can be corrected, depends, 
not upon the formation of a pedicled flap, but upon 
mobilization of the entire cheek by means of a 
curved incision extending to a point low down on the 
neck. The part so mobilized is then turned into the 
defect on an axis in the center of the cheek. At the 
end of the curved incision a vertical incision 2 cm. 
long is made upward. In this way the rotating cheek 
is rendered more movable and the surrounding 
wound edge can be lengthened by about 4 cm. by 
pulling the incision apart. The secondary defect 
is sutured. 

Among the advantages attributed to the method 
are the ease of its application and the good nerve 
and vascular supply of the rotated portion whereby 
necrosis and the danger of infection are eliminated. 
As the method can be used when the defect is still 
unclean and not healed, the correction of the defect 
should be undertaken as soon as possible so that the 
disadvantages of cicatrization—the formation of 
neuromata and disturbances of circulation, sensibil- 
ity, and motility—may be avoided. An additional 
advantage of the procedure is the unobtrusive 
cicatrization. It is most important not to injure 
the facial nerve or Stenson’s duct. After the skin is 
divided, therefore, the deeper tissues should not be 
attacked, the skin being undermined only toward 
the cheek and the cheek mobilized with the kniie 
only as much as is absolutely necessary. Often the 
entire portion can be made very mobile by traction. 
The suturing is begun by closing the defect in the 
neck. The outer wound edges are first drawn down- 
ward so that they are brought together and may be 
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easily sutured to one another. With every stitch the 
anterior edge of the wound is drawn upward. In 
order to relieve the tension, the patient is put in a 
position in which the head is inclined toward the 
shoulder on the side operated on. 

The entire nose may be replaced by bilateral 
rotation, in which case the one side is used as an 
inner lining and the other for the outer skin. No 
dressing is necessary. FIscHER (Z). 


Judd, E. S., and New, G. B.: Carcinoma of the 
Tongue: General Principles Involved in Opera- 
tions, and a Summary of Results Obtained at 
the Mayo Clinic. Surg., Gynec. & Obst., 1923, 
XxXxvi, 163. 

A study of the records of patients suffering from 
cancer of the tongue shows that often the disease 
originated as an obscure or benign lesion and that 
this was only superficially treated, if it was treated at 
all. Leucoplakia, thrush, syphilitic gummata or 
scars, cracks, ulcers, fibromata, and papillomata are 
of such common occurrence as to indicate that they 
have some causal relationship to the malignancy. 
Often it is possible to demonstrate the coincidence 
of the benign and malignant conditions in the same 
lesion. A high incidence of syphilis has been noted, 
and many patients who have responded to treatment 
for syphilis have been carried into a hopeless condi- 
tion of malignancy because the double lesion was not 
recognized. In making examinations, this possibility 
should be kept constantly in mind. In some of the 
cases, because of previous treatment, the differential 
diagnosis may be established only with great diffi- 
culty. If other possibilities have been excluded and 
there is still doubt with regard to the presence of 
malignancy, biopsy should be made. An area of 
tissue at the margin of the lesion should be removed 
at the juncture of the normal epithelium and the 
ulcer, not at the base. Even after this procedure a 
negative report or a report of ‘‘inflammatory tissue” 
should not be considered final. 

From January 1, 1910, to January 1, 1922, 303 
patients with cancer of the tongue were examined in 
the Mayo Clinic. One hundred and eighty-five 
(61.05 per cent) were considered inoperable; there- 
fore fewer than 4o per cent were operable. The 
variation in the statistical results in any series of 
cases is dependent largely on what is considered 
operable and what is considered inoperable, and the 
ultimate results following operation, as a series, 
should not be compared with a series made up 
entirely of early cases. Early cases almost invari- 
ably progress well; in advanced cases the results are 
less favorable, but a certain number can be cured and 
should be given this chance. 

The types of treatment for cancer of the tongue 
may be classified as: (1) cautery excision, (2) cau- 
terization, (3) excision with the knife, (4) the Kocher 
operation, and (5) removal of the glands and the 
local application of radium. In the cases reviewed 
the operative procedures varied somewhat, but the 
gencral principles were much the same. In most 


instances the two-stage operation was performed, 
the first stage consisting of removal of the cervical 
lymph nodes. If these nodes were found to be 
involved, a complete block dissection on the affected 
side with removal of the submaxillary and the upper 
part of the deep cervical glands on the opposite side 
was usually carried out. If the glands were not 
affected, the submental, the submaxillary, the upper 
part of the deep cervical, and the glands in front of 
the internal jugular vein were removed. After these 
wounds had healed, the lesion of the tongue was 
removed by wide excision extending well into the 
tissue that appeared normal. 

The functional results were as good following a 
fairly wide removal as a more limited removal; 
nothing is added to the risk of the operation by the 
more radical procedure. Excision by cautery is pref- 
erable, but in cases of extensive involvement in the 
floor of the mouth the Percy cautery was sometimes 
used. In seven cases the lesion on the tongue was 
treated with radium and the glands were removed; 
the local lesion was tco extensive for satisfactory 
excision. The Kocher operation was performed in 
six cases because of extensive involvement of the 
tissue in the floor of the mouth. Several of these 
patients lived comfortably for a time, but died even- 
tually of recurrence. 

The percentage of recurrences following operations 
for cancer of the tongue is high largely because many 
patients are not operated on until an advanced stage 
of the disease. The tip of the tongue is a favorable 
site for the tumor; many tumors are found on or 
near the lateral border. Treatment is more satis- 
factory when the lesion is on the dorsum and does not 
encroach on the mucous membrane of the floor of the 
mouth. Lesions at the root are difficult to treat and 
the results are the least satisfactory. The greater 
number of such patients present themselves for 
treatment between the ages of 45 and 60 years. If no 
treatment is given, the average length of life is about 
one year. 

In fifty-two of the 118 operable cases the lymph 
nodes were affected at the time of operation; in sixty- 
six the lymphatics were free. Recent reports from 
nearly 80 per cent of these patients revealed that 
30.85 per cent were free from the disease for more than 
three years, 24.46 per cent for more than five vears, 
7.44 per cent for more than eight years, and 4.25 per 
cent for more than ten years. 

The article is summarized as follows: 

A reduction in the number of cases of cancer of the 
tongue depends on early recognition and proper 
treatment of precancerous lesions. Lesions of the 
tongue suspected of being malignant should be ex- 
cised for diagnosis and should not be treated locally. 

Improvement in the end-results of treatment of 
cancer of the tongue depends on diagnosis and proper 
treatment in the early stages of the disease. 

In the light of present knowledge, all patients with 
operable cancer of the tongue should be given the 
benefit of surgery. Radium also should be employed 
in order to give them every possible chance. 
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Crile, G. W.: Carcinoma of the Jaws, Tongue, 
Cheek, and Lips: General Principles Involved 
in Operations, and a Summary of the Results 
Obtained at the Cleveland Clinic. Surg., Gynec. 
& Obst., 1923, Xxxvi, 159. 


In only 1 per cent of 4,000 autopsies for cancer 
of the head and neck were secondary foci found in 
distant organs. The lymphatic collar about the 
neck seems to prevent inaccessible dissemination 
of the cancer in this region. Cancers of the skin, of 
the mucous membrane of the edge of the jaw, and 
of the mucous membrane of the cheeks do not 
metastasize as a rule. Cancer of the lip metastasizes 
to the lymphatic glands under the jaw, while 
cancer of the floor of the mouth usually forms 
metastases in the glands of the same side. Cancer 
of the tongue metasiasizes irregularly. 

The surgical treatment varies with the region 
affected. Early cancer of the gum or cheeks does 
not require excision of the glands. Cancer of the lip 
demands excision of the glands draining the involved 
area, while cancer of the tongue necessitates a 
bilateral block dissection of the glands. In advanced 
cases, wherever the original lesion, a wide regional 
block excision is indicated. 

Bronchopneumonia must be prevented by pre- 
venting the inhalation of blood and wound secre- 
tions. Light anesthesia induced by means of rubber 
tubes passed through the nares is desirable. Deep 
ether or chloroform anesthesia is dangerous. 

The resowing of the cancer can be minimized by 
wide excision and thorough hemostasis. In certain 
cases the cautery should be used for removing the 
primary focus. In operation for cancer of the 
buccal mucous membrane a piece of the underlying 
bone should be removed with the growth. A single 
treatment with deep X-rays should be given after 
operation. 

The author reports 224 cases of carcinoma of the 
buccal surfaces with six operative deaths. 

J. A. H. Macoun, M.D. 


NECK 


Maximowitsch, B.: Tumors of the Parathyroid 
Gland (Zur Kasuistik der Tumoren der Gland. 
parathyreodidea). Mediz. Sbornik Jekaterinoslaws- 
kowo Gubsdrawa, 1922, 28. 


The author presents a brief review of the literature 
and a report of a case. The case was that of a 35- 
year-old farmer who, for a year, had had an en- 
largement of the submaxillary glands on the left side 
and a round tumor in the middle of the neck, meas- 
uring 9 by 7 cm. ‘The tumor moved when the pa- 
tient swallowed, and was hard. Enucleation of the 
tumor from the thyroid was followed later by the 
removal of the glands of the neck. One and one-half 
years later metastases appeared in the axillary 
glands and the lungs. 

Microscopic examination demonstrated a_his- 
togenetic relationship between the tumor and the 
parathyroid. The microscopic findings are described 


in detail. The histologic picture showing energetic 
proliferation of cells suggested malignancy. The 
epithelial cells varied decidedly in size and form, and 
there were many transitional forms. ScHaack (7). 


Benedict, F. G.: The Basal Metabolism of Young 
Girls. Boston M. & S.J., 1923, clxxxviii, 127. 


The author reports a series of determinations made 
on two groups of Girl Scouts, 14 and 18 years old 
respectively, to establish normal standards of basal 
metabolism for th:se ages. The work was carried 
out by the group system of metabolic study, which is 
better than individual study as it yields a consider- 
able number of results in a comparatively short time. 
Only the carbon-dioxide estimation was made. The 
work represents the metabolism of that portion of 
the day so essential to young girls, i. e., the period of 
sleep. 

The average heat production computed per indi- 
vidual per ten hours during bed rest was 550 calories 
for the 18-year-old group and 568 calories for the 14- 
year-old group. The basal heat production per 
twenty-four hours was computed as 1,253 calories 
for the 18-year group and 1,314 calories for the 14. 
year group. : 

Repeated tests have shown that the formula 
devised by J. A. Harris and the authors for predict- 
ing the basal metabolism of adult men applies with 
practically the same degree of accuracy to boys down 
to the age of about 1 year, but the formula for women 
cannot be applied as accurately to girls. Even when 
the formula for women is restricted tothe adult ages, 
the deviations in the actually measured metabolism 
from the predicted metabolism are very great. 

S. F. Apams, M.D. 


Holman, E. F.: Hypoglycemia in Exophthalmic 
Goiter: A Preliminary Report. Bull. Johns Hop- 
kins Hosp., Balt., 1923, xxxiv, 69. 

Glycemia in cases of deranged thyroid function 
has been the subject of considerable study. Ob- 
servations point to a hyperglycemia with dimin- 
ished sugar tolerance in cases of severe hyperthy- 
roidism but have not been made in the period im- 
mediately following operation for exophthalmic 
goiter. 

The handling and manipulation of the gland in 
the course of an operation for severe thyroid intoxi- 
cation results in flooding the general circulation 
with a considerable amount of thyroid secretion. 
The immediate effect of this active substance is a 
tremendous increase in the metabolic processes of 
the body, all the available carbohydrates being 
utilized. It is logical to suppose, therefore, that if 
sufficient active thyroid secretion is taken up by 
the circulation, there will come a moment when 
the available carbohydrate supply in the body is 
exhausted and hypoglycemia supervenes. 

The author cites a case of very marked hyper- 
thyroidism in a woman on whom thyroid resection 
was done. A very severe reaction set in immediately 
after the operation and continued throughout the next 
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sixty hours (pulse 180-200). Twenty-four hours 
after the operation the patient was in a semi-stupor 
with a temperature of 102.4 degrees F., tachycardia, 
extreme restlessness, evidence of marked weakness, 
and shallow rapid breathing. The blood sugar was 
found to be .o48 gm. per 100 c. cm. (normal .o9g to 
110 gm. per 100 C. cm.). 

Glucose was given very slowly intravenously (40 
gm. in a 20 per cent solution). An immediate im- 
provement in the patient’s condition was evidenced 
by her response to questions. Six hours later her 
condition again became desperate. Stupor devel- 
oped; her color became ashen pale, her respirations 
very irregular. There was a constant mucous rattle 
in the throat. The pulse was 180. 

A second injection into the vein of 50 gm. of 
glucose in a 20 per cent solution was given. Again 
there was an immediate response by an improve- 
ment in color and regular respiration, but with- 
out return to complete consciousness as_ before. 
This improvement was not well sustained during 
the next six hours, but from this point on there was 
gradual betterment eventuating in complete re- 
covery. Ten hours after the second administration 
of glucose the blood sugar was .119 gm. per 100 
c.cm. With the exception of the specimen taken 
the morning after the operation, the urine during 
the two days was negative for acetone bodies. It 
seems evident that in these cases we are dealing 
with a hypoglycemia rather than an acidosis, and 
that the latter condition is probably incident to the 
first. 

Other observations have been made which reveal 
a marked reduction in blood sugar appearing 
twenty-four to twenty-six hours after operation 
and corresponding to the postoperative period when 
the greatest reaction occurs. 

The rationale of the administration of glucose 
solution intravenously is suggested by these few 
studies, controlled and dependent upon successive 
blood-sugar determinations. The author emphasizes 
the importance of a high carbohydrate and high 
caloric diet in the pre-operative treatment of ex- 
ophthalmic goiter and the administration of 5 per 
cent glucose solution per rectum in the postoperative 
care. ARTHUR L. SHREFFLER, M.D. 


Floercken, H.: The Method and Technique of 
Operation for Goiter (Ueber Methodik und 
Technik der Kropfoperation). Beitr. z. klin. Chir., 
1922, Cxxvii, 85. 

Up to January, 1922, Floercken operated on 263 
cases of goiter coming from Westphalia and Frank- 
fort. These included thirty-one cases of Basedow’s 
disease and five cases of malignant struma. The 
rest were diffuse and nodular goiters. Hypertonia 
with polycythemia was found. 


A bilateral resection with ligation of all of the 
four vessels was done in ninety cases. In sixty cases 
only three vessels were ligated. In the remainder, 
hemistrumectomy with or without removal of the 
isthmus or combined with enucleation or partial 
resection of the other side was done. In one severe 
case of Basedow’s disease only three vessels were 
ligated. 

Goiterous patients with cardiac disturbances are 
prepared by bed rest, digitalis, and 0.5 gm. of quinine 
hydrobromide twice daily. The operation is always 
done under local anesthesia induced with 0.5 per 
cent novocaine-adrenalin solution preceded one 
hour before by pantopon and scopolamine or mor- 
phine and atropin. The collar incision of Kocher 
is used. In cases of large goiters and those previously 
treated by iodine rubbing or X-ray irradiation the 
muscles of the neck are divided as much as necessary. 
The superior artery is ligated, not at the main stem, 
but in its branches, in order to spare the superior 
laryngeal artery,a vessel important for anastomosis. 
The inferior branch is ligated with catgut where it 
crosses the carotid artery. A portion of the thyroid 
gland as large as a thumb is left behind with the 
posterior capsule, which is sutured from above 
downward. A drain is left in for two days. The 
formation of a hematoma and serum occurs in 10 
per cent of the cases. 

The author’s total mortality was 1.9 per cent. 
Slight postoperative tetany occurred once. It is not 
yet known whether bilateral resection with ligation 
of three vessels is sufficient. In Basedow’s disease, 
bilateral resection with ligation of all four vessels is 
the operation of choice. Kiose (Z). 


Dahmann, H.: An Unusual Case of Carcinoma of 
the Larynx: Pedicled Carcinoma of the Larynx 
(Ein seltener Fall von Larynxcarcinom: gestieltes 
Larynxcarcinom). Zéschr. f. Laryngol., Rhinol., etc., 
1922, Xi, 102. 

A case of pedicled carcinoma of the larynx 
springing from the right aryepiglottic fold is re- 
ported. The tumor reached the size of a hazelnut 
without showing any tendency to degeneration. 
The larynx itself was practically uninvolved, even 
at the site of the attachment of the tumor, but there 
were metastases in the glands on the right side of 
the neck and involvement of the jugular vein and 
the carotid artery. 

The tumor was extirpated with the aid of suspen- 
sion laryngoscopy, the glands were removed, and 
the jugular vein was partially resected. Because 
of the patient’s age (58 years), the carotid artery 
was spared. Irradiation was given after the opera- 
tion. 

Up to the present time only five similar cases 
have been reported. MINNIGERODE (Z). 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lipin, S.: Post-Typhus Fistulz of the Ribs (Ueber 
posttyphoese Fisteln der Rippen). Wratschebnoje 
Djelo, 1921, iii, 240. 

During the typhus and relapsing fever epidemic 
many cases of disease of the costal cartilages were 
observed. They were especially numerous following 
relapsing fever. In forty-three cases there were only 
two in which relapsing fever was not mentioned. 

The process begins with pain in the wall of the 
thorax. This is soon followed by an infiltration which 
in most cases results in perforation and the forma- 
tion of persistent fistulae. The condition begins in 
from two to three months after the drop in the 
temperature, often involves several ribs, and is 
frequently bilateral. As a rule it attacks the fifth 
and ninth ribs, never the lowest ribs. 

In the differential diagnosis tuberculosis is the 
first condition to be considered. This is eliminated 
chiefly by the history. Tuberculosis is characterized 
by the absence of definite pain, the rarity of multiple 
lesions, the marked pus formation, a long fistula (in 
the post-typhus form the fistula usually opens di- 
rectly over the ribs), the small extent of the focus, 
and the absence of ossification. 

Conservative treatment gives no results. When 
a fistula is formed it must be operated on. The 
author is convinced that curetting alone will not 
help; the cartilage must be resected. At operation 
the condition is often found to be extensive. Fre- 
quently the margins of the sternum and the bony 
ribs are also involved. Von Hotst (Z). 


Eggers, C.: Chronic Empyema. Ann. Surg., 1923, 
Ixxvii, 142. 

Eggers divides cases of chronic empyema into two 
main groups: the avoidable and the unavoidable. 
Those classified as avoidable are the result of gross 
errors in judgment, failure to recognize causes, or 
failure to apply correct surgical principles. The 
unavoidable cases are those resulting from acute 
empyema which, from the beginning, showed a 
tendency to become chronic or in the course of treat- 
ment developed conditions which were not easily 
avoided and were beyond control. 

In this article the author reviews 192 cases which 
represent a large part of the empyema residue of the 
U. S. Army in this country and that brought from 
abroad. As these patients received much the same 
treatment as their fellows who recovered promptly, 
an effort was made to determine the factors causing 
the delay in recovery. 

In 172 of the 192 cases the empyema followed a 
secondary pneumonia. In the cases in which the 
original organism was reported, the hemolytic strep- 
tococci were found in sixty-two, pneumococci in 
six, and staphylococci in three. From these findings 


Eggers concludes that empyema following secondary 
pneumonia, especially one in which the primary 
organism is the streptococcus, is more apt to become 
chronic than empyema following lobar pneumonia 
and due to the pneumococcus. However, careful 
investigation always brought to light some local and 
usually mechanical factor which was responsible. 

A few of the cases included in this report were 
those of patients who had an old unrecognized em- 
pyema for many months. These may be placed in the 
“avoidable” group. Thorough examination, includ- 
ing X-ray examination, should be the routine prac- 
tice before discharging persons convalescent from 
pneumonia. 

From a study of many cases of acute empyema 
it appears that healing usually takes place in from 
one to three months. The convalescence tends to 
be shorter when the condition follows typical lo- 
bar pneumonia than when it follows a secondary 
or bronchopneumonia. When drainage continues 
longer than usual, a search should be made for the 
cause of the delay in healing. It may not be neces- 
sary to change the treatment, but if a condition inter- 
fering with healing is found, it should be removed. 

The causes for delay of healing have been classi- 
fied into two groups. In the first group are the causes 
of chronic superficial fistula. In such cases the 
empyema cavity was obliterated but some local 
condition in the chest wall prevented healing. Inves- 
tigation of the sinus tract disclosed epithelialization 
of the drainage canal, infected granulations along 
the tract, osteomyelitis of a rib, or a fistula leading 
to infected cartilage. The usual appropriate surgical 
procedures were sufficient to clear up the condition 
except in cases with infected cartilage, in which 
resection of the fistulous tract with the entire car- 
tilage was found necessary. 

In the second group are included the causes of 
deep chronic empyema fistule, cavities, and recur- 
rences. These are really different stages of the same 
condition. In the cases reviewed the causes of chron- 
icity were found to be one or more of the follow- 
ing conditions: contraction of the drainage opening: 
improperly placed drainage opening; pockets and 
recesses—separate cavities; infection of the lining 
membrane of a cavity; a rigid unyielding wall of a 
cavity; pneumothorax; bronchial fistula; foreign 
bodies; tuberculosis; Dakin solution; or a general 
constitutional condition. 

To treat the condition intelligently, a thorough 
and careful study of the case must be made. ‘This 
should include consideration of the type of pneumonia 
and the possibility of associated tuberculosis, lung ab- 
scess, or bronchial fistula, and an investigation oi the 
position and extent of the fistulous tract and cavity. 
The study of the fistulous tract and cavity is not 
complete without a thorough X-ray examination of 
the chest, including stereoscopic plates taken with 
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the fistula and cavity injected with some opaque 
fluid. The mixture Eggers found most satisfactory 
consists of 20 per cent bismuth subnitrate in cotton- 
seed oil to which 3 per cent acacia is added. 

Most of the so-called complications of chronic 
empyema are in reality complications which devel- 
oped during the acute stage and were carried over 
into the chronic stage. The most common of these 
is anemia. Among the other true complications 
the most important are endocarditis, myocarditis, 
and multiple arthritis. 

Treatment to improve the general health should 
be coincident with attention directed to the local 
condition. Nourishing food, fresh air, and sunshine, 
graduated breathing exercises, and encouragement 
of a general hopeful attitude constitute the essen- 
tials. The local treatment depends upon the condi- 
tion found upon the patient’s admission to the 
hospital. Eggers uses the Carrel-Dakin treatment in 
all cases, at the same time correcting the underlying 
conditions. While he does not believe that Dakin’s 
solution materially shortens the course of the disease 
in the acute form, he is of the opinion that it has cer- 
tain advantages. It keeps the wound clean and does 
away with foul-smelling pus, thereby preventing 
the absorption of septic material. With regard to 
chronic empyema, on the other hand, Eggers be- 
lieves it has a beneficial effect. He advises the reg- 
ular routine recommended by Carrel. After seven 
consecutive negative cultures, the treatment may be 
discontinued and the wound sealed. At the end of a 
week, it is usually found nearly closed. After this it 
requires only simple sterile dressings. During the 
period of irrigation special care must be taken to 
arrange the dressings so as to keep the patient dry 
and prevent skin irritation. In a few of the cases 
reviewed, nausea, arthritis, and an unexplainable 
elevation of the temperature occurred but disap- 
peared when the irrigation was discontinued. 

Of the 192 patients, twelve had a superficial fistula 
and were treated by complete excision of the tract 
and surrounding tissues. The others were treated 
by the Carrel-Dakin method as long as there was rea- 
son to believe it would lead to healing. In sixty-two 
cases which showed no tendency to heal, conditions 
interfering with healing were found. The patients 
were therefore subjected to a radical operation. 

Of the remaining 118, 104 healed in an average of 
one hundred and sixteen days from the last operation 
and fourteen were transferred unhealed. In these un- 
healed cases the chances for healing were good; they 
merely required more time, and were therefore not 
operated upon. McMicken Hancuett, M.D. 


Sadlier, J. E.: A Study of the Cases of Carcinoma 
Mamme Operated upon by Myself and the 
End-Results Obtained in Them. Surg., Gynec. 
> Obst., 1923, Xxxvi, 235. 

The author reports upon a series of seventy cases 
of carcinoma of the breast occurring over a period 
of twenty years. All of the operations were of the 
radical type including resection of the axillary and 


supraclavicular glands when indicated. Some hope- 
less cases were submitted to operation unneces- 
sarily. This could be remedied if a thorough X-ray 
examination of the mediastinum, lungs, etc., were 
made prior to operation to discover evidence of lung 
involvement. 

Twenty-three of the patients (32.85 per cent) are 
alive and free from recurrence, and 14.2 per cent 
died from other causes without recurrence, making 
a total of 47.05 per cent in whom the disease did 
not recur. 

The author cites two cases which demonstrate 
the variability in cancer malignancy. One was that 
of a woman 32 years old who was subjected to a 
radical operation three weeks after she first noticed 
a lump in her breast but died of metastasis six 
months later. In this case a simple removal would 
doubtless have accomplished as much as the radical 
resection. The second case was that-of a woman 65 
years of age who, for three years, had a growing 
lump in the breast associated with axillary involve- 
ment, great emaciation, and ulceration and break- 
ing down of the tumor. This patient was completely 
cured and died ten years later of pneumonia. 

The author is of the opinion that a good many 
tumors considered recurrences are in reality new 
growths. In this connection he cites the case of a 
woman aged 60 years who had a radical resection 
of the breast for medullary carcinoma. Six years 
later she was operated upon for malignant disease 
of the urinary bladder. She recovered but ultimately 
died of carcinoma of the liver. The type of cell was 
different in each cancer. 

Nine of the seventy patients whose cases are 
reviewed were under 4o years of age. Eight of 
these died of recurrence. 

The prognosis seems best for the adenocarcinoma. 
That of the medullary type is least favorable. 

J. Pickett, M.D. 


Morton, C. A.: Malignant Diseases of the Breast: 
With Special Reference to the Supraclavicular 
Extension of the Operation. Brit. M.J., 1923, i, 
178. 

This article is a study of 251 cases of malignant 
disease of the breast in Morton’s personal experience. 
Of these, 242 were cases of glandular cancer, most of 
them of the scirrhous type, three were cases of very 
much less malignant duct cancer, and six were cases 
of sarcoma. In order to ascertain the late results, an 
attempt was made to trace 120 consecutive patients 
treated in the period between October, 1908, and 
October, 1918. As the survey was carried out in 
1922, the minimum period following operation was 
three years. Of the 120 cases Morton was able to 
determine the late results in eighty. 

His desire was to discover the percentage of cases 
in which there was local recurrence, because only 
this form of recurrence could have been prevented by 
more extensive operation. By local recurrence Mor- 
ton means recurrence in the pectoral region, includ- 
ing not only the region originally occupied by the 
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breast, but also the infraclavicular region, the lateral 
aspect of the chest below the axilla, and the region 
over the sternum; the axilla; the supraclavicular 
region; and the skin of the back of the chest on the 
side of the operation. 

Of the eighty patients traced, thirty-seven (46 per 
cent) were free from recurrence three or more years 
after the operation. One was known to be free from 
recurrence four years after the operation; five, five 
years; two, six years; two, seven years; four, eight 
years; seven, nine years; two, ten years; and three, 
eleven years. In thirty-four of the thirty-seven 
cases the clinical diagnosis of carcinoma was con- 
firmed microscopically, in two others the gross 
appearance was typical, and in one a microscopic 
diagnosis of round-cell sarcoma was reported by 
one pathologist and a diagnosis of endothelioma by 
another. In forty-three cases there was local recur- 
rence suggesting the possibility that the primary 
operation should have been more extensive. 

The majority of the recurrences developed in the 
skin or the subcutaneous tissue over the remains of 
the gfeat pectoral muscle. The next most frequent 
site was the supraclavicular region. Seven recur- 
rences developed in the axilla and two in the skin of 
the back between the scapula. There was no case of 
recurrence in the skin between the original position 
of the breast and the upper abdomen, though no 
special clearance of tissues in this direction was made. 
No particular portion of the pectoral area was more 
often affected than any other. 

Since 1902 Morton has removed the fatty tissue 
and contained glands from the supraclavicular 
region in 126 cases in which no glands were discover- 
able before operation. In twenty other cases he 
removed cancerous nodules. Of the 126 supra- 
clavicular extensions of the operation, ninety were 
among the 120 cases investigated for local recurrence. 
Of these cases, eighty-four showed no evidence of 
metastasis above the clavicle before operation and 
yet in twenty the growth recurred in this region. 
The local growth was removed, or was removable 
and could have been removed but for the presence 
of an irremovable recurrence elsewhere. 

There is no special guide as to when the supra- 
clavicular extension of the operation is indicated. 
Morton concludes that it should be carried cut as a 
routine procedure unless the primary growth is very 
small and the axilla absolutely free from evidence of 
secondary growth. In some cases it may be omitted 
when there is a special contra-indication, such as 
advanced age. However, he reports no increased 
shock associated with the more extensive operation. 

McMicxken Hancuetrt, M.D. 


Czirer, L.: Local Recurrence Following Extirpation 
of Carcinoma of the Breast (Ueber die lokalen 
Rezidive nach Exstirpation des Mammacarcinom). 
Gyégydszat, 1922, 544. 


In mammary carcinoma the cancer cells reach the 
lymph nodes in the axilla by way of the superficial 
and deep lymphatics. The lymphatic vessels run- 


ning from the breast to the axilla contain cancer 
cells even in the early stages of the disease. Accord- 
ingly, the skin over the lymphatic vessels must be 
as cancerous as that immediately surrounding the 
primary tumor, and at operation an attempt should 
be made to avoid cutting into this portion of the 
skin or the tissues under it. 

The author considers all the skin incisions used 
today in amputation of the breast as unsuitable 
because they penetrate the dangerous area. He 
recommends a T-shaped incision, the horizontal 
branch of which corresponds approximately to the 
deltoideopectoral sulcus, and the vertical branch, 
consisting of two incisions, encloses the skin extend- 
ing from the breast to the axillary space. The main 
advantage of this form of incision consists of the 
fact that the portion of skin over the superficial and 
deeper lymphatics leading to the axillary space re- 
mains intact and is removed with the deeper layers. 

Von LoBMAYER (Z). 


Hintze, A.: Recurrences of Carcinoma of the 
Breast Which Developed After a Clinical Cure 
Lasting Five Years or Longer Following Treat- 
ment with the Roentgen Ray (Mammacarci- 
nomrezidive nach Roentgenbestrahlung 5 Jahre und 
mehr klinisch geheilt). Klin. Wehnschr., 1922, i, 
2187. 


The author reports four cases of late recurrence 
of carcinoma of the breast. Briefly, these were as 
follows: 

Case 1. The patient was a woman aged 48 years. 
Amputation of the right breast was done in October, 
1916. The axillary glands were irradiated in 
December, 1916, and a nodule in the operative scar 
was irradiated in April, 1917. In January, 1921, 
another nodule appeared in the scar. Histologic 
examination showed this to be a fibro-adenoma. It 
was removed, but in April, 1921, a similar nodule 
appeared in the same spot. 

Case 2. The patient was a woman 44 years old. 
Amputation of the left breast in July, 1913, was 
followed by prophylactic irradiation. In December, 
1914, a recurrence developed in the scar but dis- 
appeared promptly on roentgen treatment. Since 
1920 there have been hard glands in the right 
axilla but operation has been refused. The pa- 
tient’s general condition is good. 

Case 3. The patient was a woman 57 years old. 
Amputation of the left breast was done in January, 
1915. In July, 1915, there was slight swelling of 
the supraclavicular glands on the left side; no change 
followed irradiation. For more than seven years 
the findings have remained the same. The general 
condition is good. 

Case 4. The patient was a woman 42 years old. 
Amputation of the left breast was done in April, 
1916. In May, 1916, irradiation was given. In 
November, 1919, a nodule the size of a pea appeared 
in the scar. This was removed and the area irradi- 
ated. Since December, 1921, small supraclavicular 
glands have been noted. WoxLceMuUTH (Z). 
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Jackson, C.: Bronchoscopic Clinic: Lung Suppura- 
tion Caused by the Prolonged Sojourn of a 
Foreign Body. Med. Clin. N. Am., 1923, vi, 999. 

Jackson reports four cases of foreign body in 
the bronchi to emphasize the following points: 

Foreign bodies in the bronchus cause lung sup- 
puration simulating lung abscess, bronchiectasis, 
tuberculosis, empyema, bronchopneumonia, or chron- 
ic bronchitis. 

The signs as well as the symptoms clear up with 
surprising rapidity after the removal of the foreign 
body. Almost invariably the foreign body is found 
at the entrance to the area of lung suppuration. 
Hence its removal improves drainage. 

In the cases reported in this article, as in hundreds 
of others, the foreign bodies were removed with ease 
and alacrity by means of the bronchoscope. 

The length of time the foreign body had remained 
in the bronchus in Jackson’s cases ranged from a few 
weeks to thirty-six years. In most cases its presence 
had not been suspected. When a foreign body is 
radiotransparent, attention may be called to it by 
the obstruction emphysema. If a foreign body has 
been present a long time the signs of lung suppura- 
tion will be noted. Some radio-opaque bodies will 
escape detection because of the over-lying shadows 
of the heart or of lung suppuration. 

When a previously healthy child has a sudden 
attack of choking and coughing followed later by 
bronchitis and asthmatoid wheezing an aspirated 
foreign body should be sought. 

B. Betrman, M.D. 


Hauser, G.: Pyopneumothorax (Zur Lehre vom 
Pyopneumothorax). Frankfurt. Zischr. f. Path., 1922, 
XXVill, 501. 

On the occasion of the fourteenth meeting of the 
German Pathological Society the author exhibited a 
series of frozen sections of the thorax preserved by 
the Kaiserling method and pointed out their sig- 
nificance. Such sections are particularly valuable 
to demonstrate the conditions of pneumothorax. 
This article contains an illustration of a frozen 
section made in a case of exudative pneumothorax 
of the most extreme grade occurring in a man 
23 years old who had a family history of tuber- 
culosis and died of tuberculosis. The diagnosis of 
exudative pneumothorax was verified by the distinct 
splashing noise noted when the upper part of the 
body was shaken. Autopsy showed extensive in- 
testinal and mesenteric tuberculosis. The cross 
section of the frozen thorax revealed advanced 
pulmonary tuberculosis with the formation of 
cavities and a rupture into the right pleural cavity 
in which an exudative pneumothorax had developed. 
The exudate, amounting to about 3.5 liters, had 
pushed the diaphragm downward and caused marked 
displacement of the mediastinal organs to the left. 
The diaphragm formed an almost straight line rising 
obliquely upward from the right side to the left. 
The displacement of the mediastinal organs was so 
great that in the region of the heart the vertebral 


column could be grasped from the right pleural 
cavity. Other interesting features were an indenta- 
tion of the wall of the right auricle and kinking of 
the ascending vena cava. 

The specimen shows clearly how the so-called 
tamponade or choking of the heart may be produced, 
not only by effusion in the pericardium, but also by 
effusion in the right pleural space. It demonstrates 
further, at a single glance, the results of the serious 
functional disturbances caused by the anatomical 
and topographical changes of the thoracic organs, 
viz.: (1) extreme difficulty in the gaseous exchange 
in the lungs, and (2) extreme difficulty in, and 
eventually arrest of, the circulation due to compres- 
sion of the right auricle and kinking of the ascending 
vena cava. Gtass (Z). 


Goetze, O.: The Radical Phrenicotomy as an In- 
dependent Therapeutic Measufe in Unilateral 
Pulmonary Phthisis (Die radikale Phrenicotomie 
als selbstaendiger therapeutischer LEingriff bei 
einseitiger Lungenphthise). Klin. Wehnschr., 1922, 
i, 1496, 1544. 

The author reports on the severe cases of pul- 
monary tuberculosis treated by unilateral phrenicot- 
omy at the Frankfort clinic. He emphasizes the 
harmlessness of the procedure. The diaphragm is 
paralyzed in such a way that total atrophy of the 
muscle follows. As a result of this paralysis, the 
diaphragm rises more and more into the position of 
expiration. At the same time, the thoracic cavity is 
diminished in its vertical direction as a result of the 
shrinkage of the diseased lung. 

Goetze obtained surprisingly good results in his 
own cases. He states that the phrenicotomy should 
be done with the induction of the pneumothorax. 

JEHN (Z). 


Ostermeyer, K.: The Mobilization of the Entire 
Shoulder Girdle as an Aid to Thoracoplasty 
for Pulmonary Tuberculosis (Die Mobilisierung 
des ganzen Schulterguertels als Hilfsmittel bei der 
Thorakoplastik wegen Lungentuberkulose). Zen- 
tralbl. f. Chir., 1922, xlix, 1504. 

To mobilize the shoulder girdle from the thorax 
to facilitate approach to the first rib the author 
makes a Z-shaped skin incision from the sternal end 
of the clavicle to the vicinity of the insertion of the 
pectoralis major muscle on the humerus, from there 
along the outer lower border of this muscle almost 
up to the costal arch, and from there to the twelfth 
rib posteriorly. The pectoralis major and minor 
muscles are then divided close to their sites of 
insertion, the individual serrations of the anterior 
serratus muscle are separated from the ribs, and the 
latissimus dorsi muscle is incised on its lower lateral 
edge, corresponding to the lower portion of the skin 
incision. The next step consists in blunt dissection 
of the pectoral muscles forward and of the serratus 
and latissimus muscles toward the back. This 
having been done, the arm and shoulder girdle are 
drawn upward and the subclavian muscle is separated 
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from the first rib so that the 1ib may be conven- 
iently resected. After the rib resection the continuity 
of the pectoralis major and minor muscles is care- 
fully restored, the serrations of the serratus muscle 
are fixed to the periosteum at their original sites by a 
few fixation sutures, and the latissimus dorsi muscle 
is again united. 

The advantages of this method are that it gives 
good exposure and an easy approach to the first rib, 
and causes relatively little hemorrhage because the 
formation of large wound surfaces in the muscles is 
avoided. ZILLMER (Z). 


PHARYNX AND C&SOPHAGUS 


Mills, R. W., and Kimbrough, J. B.: Further Ob- 
servations on the Radium Treatment of Cancer 
of the Gsophagus, with a Review of Forty- 
Four Cases So Treated. Am. J. Roentgenol., 1923, 
x, 148. 

In a previous article the authors reported the 
results obtained with radium in the treatment of 
eleven cases of cancer of the oesophagus. Since then 
they have treated thirty-three additional cases, and 
although their present attitude is essentially the 
same, the additional experience has suggested cer- 
tain modifications of technique. 

Cancer of the cesophagus, aside from its unfor- 
tunate position with regard to successful surgical 
attack, is one of the most favorable of the internal 
carcinomata for treatment in that its symptoms 
are made manifest at a comparatively early stage 
by the resulting obstruction, the type of cancer is 
usually epithelioid and therefore amenable to radia- 
tion therapy, the neoplasm is a naturally restricted 
tumor which will act as its own protective barrier, 
and metastases occur probably later than in any 
other internal cancer. 

Certain principles must be borne in mind in the 
treatment, viz.: the exact location and physical 
peculiarities of the tumor must be known, a dose as 
large as can be tolerated with reasonable safety by 
normal tissue must be given, and there musi be 
intimate contact of the radium with the tumor and 
mechanical means of emplacing it, maintaining it in 
position, and permitting its ready withdrawal by an 
unskilled person in case of emergency. 

Roentgenoscopy and, in less measure, roentgen- 
ography constitute a unique means of aiding in the 
emplacement of the radium within the cancerous 
stricture and of observing the permanency of such 
emplacement to a degree not equaled by cesopha- 
goscopy or the old blind method. The radium in a 
capsule of ordinary type with suitable filters of brass, 
German silver, and rubber, is mounted on a rubber- 
covered wire which is introduced after the manner of 
an ordinary oesophageal sound. After the term- 
inal is favorably emplaced within the stricture the 
applicator is fixed by a head bandage and left in 
position for a period of hours. 

It seems probable that the radium treatment of 
cancer of the cesophagus is destined to be supple- 


mented, though not replaced, by modern massive 
high-voltage roentgen-ray therapy. During the past 
few weeks all cases under observation have been 
treated by the latter method in addition to the use of 
radium. 

The diagnosis was established by clinical methods 
and the roentgen ray, supplemented in a few cases 
by oesophagoscopy. 

The question of technique with regard to the 
applicator used, the method of emplacement, and 
the dosage is discussed in detail. In the effort to 
keep the dosage well within the bounds of safety, the 
earlier cases were given amounts inadequate to the 
demands of the condition. Consequently the dosage 
has been increased from 50 mgm. of radium element 
left in position for six hours to the same dose repeated 
every third day for three times, totaling 900 mgm.- 
hrs. These three successive applications are con- 
sidered as amounting to a single dose as they occur 
well within the period of cellular reactive change. 
As the results have been strikingly better since 
the use of this larger dose, and especially as no unto- 
ward results have occurred, a still larger dosage may 
be attempted in the future, viz., 1,200 mgm.-hrs. 
In extensive tumors it may be advantageous to use 
larger amounts of radium as it is doubtful whether 
the smaller dose effectively irradietes the entire 
lesion. 

The original plan was to treat initially with the 
dose mentioned, 300 mgm.-hrs., and repeat it on the 
recurrence of unfavorable symptoms, if necessary a 
number of times. In the belief that if the diagnosis 
is made early there is a possibility of obtaining a 
radical cure of the disease or preventing secondary 
sclerosis with late contractural stenosis, the treat- 
ment now given is as massive as safety will permit. 
As far as the heavier dosage has been used it has been 
found distinctly more palliative than the smaller 
dose. 

Of the forty-four patients treated, the majority 
had progressed beyond the early stage when first 
seen. In none of them was a cure effected although 
one lived three and one-half years and his death 
was not due directly to the lesion. The duration of 
life was undoubtedly extended in most cases. ‘The 
palliative result was strikingly good in twelve, good 
in an additional twelve, fairly good in fourteen, fair 
in three, and negative in three. Thirty-four of the 
patients are dead and ten are still living and under 
observation. The length of life after treatment 
varied exceedingly, in general in proportion to the 
stage and severity of the disease. 

Included in the article is a statistical table showing 
the incidence, location, and condition of the lesions 
when first seen. Another table shows the relation of 
the results of treatment to the length of time the 
disease was present before treatment. 

In conclusion the authors state that radium treat- 
ment may be considered a successful palliative pro- 
cedure in carcinoma of the oesophagus as it unques- 
tionably prolongs life and lessens the agony of star- 
vation and thirst. Hartune, 
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MISCELLANEOUS 


Balderry, F. C.: An Experimental Study of the 
Cause and Effects of Immobility of the Dia- 
phragm. WN. York M. J. & Med. Rec., 1923, 
cxvil, 202. 

The author produced immobility of the dia- 
phragm experimentally by three methods: (1) by 
causing simple pleurisy with effusion by means of an 
irritant; (2) by causing pleurisy with effusion by 
means of tubercle bacilli alone or with staphylococci, 
and (3) by freezing the phrenic nerve with ethyl 
chloride. 

In the production of a simple pleurisy with effu- 
sion twenty rabbits were given an intrapleural injec- 
tion of 5 c.cm. of a 20 per cent aqueous solution of 
peptone. This produced a rapid exudation of serum 
into the pleural cavity, usually of such an amount as 
to cause great dyspnoea and embarrassment of the 
heart action and necessitating aspiration in from 
eighteen to twenty-four hours. Fluoroscopic exam- 
ination of these animals during the exudation re- 
vealed the effusion upon the affected side. The 
diaphragm was in a low position, motionless, and 
flattened, its normal convexity being entirely de- 
stroyed. 

Inversion of the animal with resultant gravita- 
tion of fluid away from the diaphragm caused the 
diaphragm to assume its convex form and re-estab- 
lished its motion. Following two or three aspira- 
tions the exudation ceased, and from the tenth to 
the twentieth day examination showed no or little 
fluid though the diaphragm remained immobile and 
in a low position. 

At postmortem examination the chest was found 
retracted. The lung was adherent throughout its 
lower half where adhesions were numerous and 
heavy. The diaphragm was lower than normal, 
appearing as a straight line from the midline of the 
chest to the thoracic wall. Electrical stimulation of 
the phrenic nerve caused contraction of the dia- 
phragm. On section, atrophy of the diaphragm mus- 
cle was found. There was wasting of the fibers with 


collapse of the sheath and increased fibrous tissue. 
The diaphragm was therefore immobile because of: 
(1) increased intrathoracic pressure and fluid, and (2) 
disease of the diaphragmatic muscle itself, and (3) 
the presence of adhesions. 

In the second series of experiments 2 c.cm. of dis- 
tilled water containing virulent tubercle bacilli were 
injected into the pleural cavity. From the eighth to 
the tenth day fluoroscopic examination showed a 
slight haziness on the side injected, but the dia- 
phragm was functioning. The haziness gradually 
increased. About the twenty-fourth day a slight 
effusion was observed. This accumulated slowly, 
varied greatly in amount but in no case was more 
than 22 c.cm., and was usually bloody. Following 
the appearance of the fluid the diaphragm was 
motionless in practically every case, but it again 
functioned upon aspiration of the fluid. In two 
cases there was immobili v of the diaphragm in the 
absence of fluid. The p~ustmortem findings were 
very similar to those in the first series, the adhe- 
sions being present about the lower half of the lung 
and the muscle fibers of the diaphragm showing 
definite degenerative changes. 

In the third series of experiments the phrenic 
nerve was exposed in the neck and ethyl chloride 
was applied for a period of a minute and a half. 
Immediately after the operation the motion of the 
diaphragm decreased and at the end of ten hours was 
entirely absent. In this condition the diaphragm 
was in a high position of paralysis and showed a 
greater convexity than normal. Readings of a wa- 
ter manometer after freezing of the phrenic nerve 
showed an increased positive pressure in the chest 
cavity. The immobility of the diaphragm persisted 
for from five to seven weeks. Section of the diaphragm 
showed atrophy of the muscle fibers. 

In the author’s opinion immobility of the dia- 
phragm is produced, not by a single factor, but by the 
mechanical pressure of the effusion, the presence of 
adhesions, and the disease of the diaphragm itself, 
as shown by the histologic changes, acting together. 

B. Betrman, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Wolff, G.: The Pathogenesis of Torsion of the 
Omentum (Beitrag zur Pathogenese der Netztor- 
sion). Beitr. z. klin. Chir., 1922, cxxvii, 198. 

As 109 cases of torsion of the omentum have been 
reported, a typical picture of this condition has be- 
come identified. Torsions of the omentum are 
divided into torsions with irreducible hernia, those 
that are associated with an empty hernial sac, and 
those which occur without hernia. The condition is 
associated in some way with hernia in go per cent of 
the cases. In cases of hernia which have been present 
for years and suddenly become irreducible, showing 
all the signs of peritoneal irritation, the diagnosis of 


torsion of the omentum is made easily. When the 
hernial sac is empty the diagnosis is difficult. 

The author reports the case of a man 46 years old 
who had had an inguinal hernia for many vears. On 
the day of his admission to the hospital the hernia 
broke through. Attempts at reduction for five hours 
on the part of the physician were without success. 
There was no visible peristalsis, but a large hernial 
mass extended into the scrotum. At operation, 
which was done at once, the hernial contents were 
found to be bluish-red omentum which, twisted like 
an umbilical cord, passed upward into the abdominal 
cavity in a band as thick as the little finger. This 
band was resected. During the after-treatment pul- 
monary embolism developed, but otherwise recovery 
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was uneventful. The tip of the omentum was 
twisted 360 degrees seven times. 

Twisting of the omentum without any hernial sac 
is rare. According to Payr, the cases may be 
divided into the simple and the complicated. The 
latter are those in which the omentum is adherent to 
other abdominal viscera. A case belonging to the 
second group is reported as follows: 

The patient was a woman 22 years old who had 
had attacks of pain in the region of the stomach for 
four years. During the last three months they had 
become more frequent. There was no reason to sus- 
pect gall-stones. At cperation a gall-bladder filled 
with numerous small stones and without adhesions 
and a section of omentum drawn into a tip, the only 
part of the omentum left hanging from the trans- 
verse colon, were found. The tag of omentum was 
resected because of the twisting of its pedicle; it was 
turned 270 degrees on a pedicle 1 cm. broad. 

In this case the torsion was entirely intra-abdom- 
inal. Although there was an inguinal hernia on the 
right side, the latter had absolutely no relationship 
to the omental tag. A lumpy, thickened omental 
tag with a thin pedicle is predisposed to such torsion. 
It is of little importance whether the lumpy change 
originated within a hernial sac or owes its origin to 
inflammatory processes. Only the venous stasis 
caused by the torsion brings the disease picture of 
the torsion to an acute stage. In the second case re- 
ported in this article the attacks of pain were due 
probably, not to the torsion, but to the traction 
exerted by the adherent omentum. There is there- 
fore a clinical latent period, a fact which agrees with 
the findings in animal experiments made by Payr and 
Litthauer. In cases of hernia, the clumpy change of 
the omentum in the sac is the prerequisite for the 
development of omental torsion. If a hernial pro- 
trusion results from the abdominal pressure, the 
omentum may pass through the inguinal canal as the 
result of twisting motions. ScHUBERT (Z). 


Bacon, D. K.: Essentials in the Treatment of 
Peritonitis. Minnesota Med., 1923, vi, 104. 


In any consideration of peritonitis the most im- 
portant single item is the question of drainage. The 
various mesenteries form membranous dividing walls 
separating the abdominal cavity into several definite 
regions which form natural paths for the extension 
of inflammation. The mesenteries themselves are 
both guides and barriers. When the peritoneum 
attempts to wall off an infection it is best to with- 
hold food in order to decrease peristalsis. The 
administration of cathartics and pituitrin is also to 
be avoided, but enemas, if judiciously used, may be 
given after the first twenty-four hours. 

Morphine is of great value as an intestinal seda- 
tive and for the relief of pain. Abdominal appli- 
cations, either hot or cold, have an analgesic effect 
and produce vascular dilatation. Custom dictates 
that the patient be placed in Fowler’s position. An 
important part of the treatment of peritonitis is the 
daily administration of 6,000 c.cm. or more of fluid. 


This is best given through the skin. Water given by 
mouth may cause undue peristalsis. 

In neglected cases of peritonitis in which ileus is 
already present the outlook is unfavorable even 
when operation is performed. Frequent aspiration 
of the stomach may be of some value. Enterostomy 
is the only operation possible. H. W. Finx, M.D. 


Jungeblut, C. W.: The Bactericidal and the In- 
hibitory Power of Ether: A Contribution to the 
Study of the Ether Treatment of Peritoni- 
tis (Ueber die bactericide und Entwicklungs- 
hemmende Kraft des Aethers: Ein Beitrag zur I’rage 
der Aetherbehandlung der Peritonitis). Zentralbl. f. 
Bakteriol., 1922, \xxxviii, 562. 


To determine the value of ether treatment in 
peritonitis the author made bacteriological tests in 
vitro. He found that a concentration of 1:10 in a 
fluid medium (bouillon culture) did not kill the in- 
vestigated bacteria (pneumococci, bacillus coli, strep- 
tococci, and staphylococci aureus and albus), even 
when they were exposed to it for hours. The bac- 
tericidal power increased with an increase in the 
temperature. Ether vapor was more quickly efiec- 
tive than ether-bouillon mixture. The author could 
not substantiate Sigwart’s results. The addition of 
1 c.cm. of ether tosolid media killed pneumococci and 
bacillus coli and weakened the streptococci, but had 
no effect on staphylococci. 

However, while the bactericidal effect of ether was 
found to be slight, the tests on fluid and solid media 
showed a marked inhibitory effect. Therefore the 
author considers the introduction of ether into the 
abdominal cavity of value in threatened or beginning 
peritonitis. THEODOR (Z). 


Jopson, J. H., and Pfeiffer, D. B.: Ochsner Treat- 
ment in Peritonitis. Ann. Surg., 1923, Ixxvii, 194. 


Reference is made in this article to the varying 
changes in attitude of leaders in surgery toward the 
treatment of appendicitis and peritonitis by the 
Ochsner method. This method seems to be less 
generally accepted today than in 1916. The authors, 
however, have had a favorable experience with it in 
certain cases of diffuse peritonitis. 

Statistics show a general lowering of the mortality 
of acute appendicitis in the past few years. In 
America it is generally agreed that intervention is 
indicated in the early hours of an acute attack, but 
in some European countries, notably in France, sur- 
geons are divided on this subject into the interven- 
tionists, the abstentionists, and the opportunists. 
The interventionist favors immediate operation 
regardless of the stage of the disease or the general or 
local condition. The abstentionist will not operate 
in the acute stage unless, after a period of observ a- 
tion, it is evident that the condition has failed to 
improve, or has become worse. The opportunist 
believes in immediate operation if the attack has 
lasted no more than thirty-six or forty-eight hours, 
but after that prefers to wait for improvement before 
risking operation. 
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A study of the attitude of surgeons in general 
toward acute and established peritonitis indicates 
that they may be classified into three groups: first, 
those advocating a waiting policy in all cases of peri- 
toneal infection after the first two days; second, 
those favoring operation when the symptoms, local 
and general, are unfavorable or grave, and third, a 
large group who advise against delay under any cir- 
cumstances except those in which life is greatly 
endangered. 

While adhering to the general principles of the 
Ochsner treatment, the authors emphasize that it 
has certain limitations. First, it is difficult, and 
sometimes unsafe in young children because of early 
acidosis from the starvation and sepsis, the lower 
vital resistance of the peritoneum at this age, and 
the greater danger in children of metastatic infec- 
tions in remote regions. Second, immediate inter- 
vention is indicated when there is doubt as to the 
origin of the peritonitis, particularly when there is 
a possibility of the presence of perforative lesions 
of the gastro-intestinal tract. Third, immediate 
operation is necessary when a formerly localized 
abscess ruptures, as second localization rarely takes 
place. Three cases are cited to illustrate the septic 
character of the type last mentioned. 

In cases of rupture of a large appendix distended 
with pus or a basal perforation of a patulous appen- 
dix permitting leakage of fecal matter into an unpro- 
tected peritoneal cavity, operation may be delayed 
beyond the forty-eight hour time limit set for imme- 
diate intervention, but assuredly no longer. 

It is generally agreed that the management of the 
disease is properly placed in the hands of the sur- 
geon. Sweeping statements regarding general meth- 
ods are well for the student mind, but the judgment 
of the individual surgeon, ripened by experience, 
shades the rigid application of these principles. 

It is argued that early appendicular peritonitis 
should be operated upon without delay, trusting that 
the peritoneum will take care of the infection already 
liberated. It is argued that in this same type of 
case, rigidly subjected to anatomical and physio- 
logical rest, localization will occur and permit opera- 
tion with relatively little risk. Reported results, 
however, do not show a great difference in the mor- 
tality of cases treated by the two methods. 

The mortality is highest in cases which, when first 
seen, present symptoms of profound systemic 
toxemia, usually in the third day of the disease or 
later. Pre-operative rest is favored in this type of 
case as the best method of lowering the mortality. 

Certain cases show no tendency toward localiza- 
tion and are lost by a waiting policy, viz.: (1) those 
of young children, (2) cases of delayed and ful- 
minating gangrene or perforation, and (3) cases of 
intra-abdominal rupture of a localizing or localized 
abscess. 

Asummary of the opinions expressed in the litera- 
ture of the past five years is an interesting review of 
the diversified views held on this subject by leading 
men. V. E. Dupman, M.D. 
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Rudolf, A.: Experiences in the Surgical Treatment 
of Gastroptosis (Erfahrungen ueber die chirur- 
gische Behandlung der Gastroptose). Beitr. <z. 
klin. Chir., 1922, cxxvii, 223. 

The author recommends gastropexy on the basis 
of his experience in sixty-six cases (61.67 per cent 
cured, 26.27 per cent benefited, and 11.66 per cent 
not benefited). Of these, thirty-three were operated 
on by the Rovsing technique (53.2 per cent cured, 
31.2 per cent benefited, and 50.6 per cent not bene- 
fited). In thirty-three cases the ligamentum teres was 
utilized according to the Perthes-Vogel method as 
modified by the author (71.5 per cent cured, 21.4 
per cent benefited, and 7.1 per cent not benefited). 

In Rudolf’s modification the ligamentum teres is 
fixed to the anterior wall of the stomach with a few 
interrupted sutures 1 to 1.5 cm. distant from the 
lesser curvature and covered by a continuous row of 
sutures. The free end of the ligament is then drawn 
through a small opening made with a scalpel in a 
cartilage of the left costal arch. The insertion of the 
ligamentum teres in the liver is fixed in a similar 
manner to the right costal arch, but in this case two 
sutures applied very close to each other are sufficient. 
In certain cases with particularly ptotic lobes of the 
liver resection of the lobes is undertaken. The best 
results were obtained by gastropexy in scoliosis. 

Von Rapwitz (Z). 


Moynihan, B.: Some Problems of Gastric and 
Duodenal Ulcer. Brit. M.J., 1923, i, 221. 


Moynihan reviews his experience of the past ten 
years in the surgical treatment of gastric and duode- 
nalulcer. He defines a chronic ulcer as a visible and 
palpable lesion which has been present for months or 
years. The outstanding symptom is periodic and 
chronic epigastric pain. In a total of 718 cases 
there were 531 cases of duodenal ulcer (433 men, 
98 women) and 164 cases of gastric ulcer (83 men, 
81 women). Twenty-three patients had both gastric 
and duodenal ulcers. 

Since 1912 Moynihan has operated upon more 
than 500 consecutive cases of duodenal ulcer without 
a death. In every case the ulcer has been seen and 
demonstrated. The mortality in cases of gastric 
ulcer or gastric and ducdenal ulcer treated by gas- 
trectomy was 1.6 per cent. Only six of the cases of 
duodenal ulcers treated surgically were complicated 
by jejunal ulcer. 

The diagnosis of duodenal ulcer can usually be 
made from a carefully taken history. Surgeons have 
proved the great preponderance of duodenal over 
gastric ulcer. The diagnosis of gastric ulcer, on the 
other hand, is more difficult. In these cases a com- 
petent radiologist can be of great aid. The niche and 
notch in gastric ulcer and the deformity of the bulb 
in duodenal ulcer afford evidence of great value from 
a diagnostic standpoint. 

The average duration of symptoms was seven and 
one-half years in cases of duodenal ulcer (excluding 
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cases with perforation) and nine and one-half years 
in cases of gastric ulcer. Every patient had been 
treated medically during one or more of his attacks. 
Medical treatment is of great value in relieving the 
pain and curtailing the attacks but has invariably 
failed to give permanent healing of the ulcer. 

Patients with irremovable gastric ulcers treated 
by gastro-enterostomy plus jejunostomy were fed 
through a tube directly into the jejunum. No food 
or liquids were given by mouth. The healing of the 
ulcer as controlled by X-ray screen examination has 
always been very slow, requiring from six months to 
more than three and one-half years. The inter- 
relationship of abdominal disease can be properly 
demonstrated and suitably treated only by surgical 
intervention as in many cases gross disease in the 
appendix or gall-bladder antedates the ulcer. Oral 
sepsis always demands attention in patients present- 
ing an ulcer syndrome. Medical cure seems power- 
less to prevent the recurrence of symptoms. Grave 
complications, chiefly haemorrhage and perforation, 
are apt to be associated with recurrent attacks. 

In the Leeds Infirmary during the years 1910 to 
1921 inclusive seventy-five patients with gastric 
ulcer died from hemorrhage or perforation with 
peritonitis. In sixty the ulcer was of the chronic 
type. During the same period of time there were 129 
cases in which death resulted from either hemor- 
rhage or the perforation of a duodenal ulcer. The full 
mortality of surgery is known. We are just begin- 
ning to appreciate the death rate among patients 
presenting repeated ‘‘ medical cures” and dying sev- 
eral years later from grave complications of their 
latent chronic ulcers. 

With regard to the incidence of cancer on an ulcer 
basis the author states that an average of two-thirds 
of the patients with gastric cancer gave a history 
very suggestive of precedent ulcer. Of supposed 
chronic gastric ulcers 18.5 per cent have proved to be 
carcinomatous at the edge of the lesion. In one 
instance the raised, red, thickened edge of the ulcer 
showed on microscopic examination a columnar car- 
cinoma on one side and an early scirrhous cancer on 
the opposite margin. According to McCarthy, gas- 
tric ulcers with a diameter of 2 cm. or more are 
practically always malignant. Without doubt, a 
chronic ulcer undergoing malignancy frequently 
grows to such a size as to obscure all gross evidence 
of its previous presence. 

Surgical treatment of gastric ulcer has passed 
through many stages. Gastro-enterostomy has 
given good results in many cases but for the surgery 
of today the results are not good enough. Moyni- 
-han has discarded the clean excision of the ulcer with 
the knife because of the large number of recurrent 
ulcers following it. Balfour’s cautery excision he 
regards as admirable for small ulcers high up on the 
lesser curvature associated with pylorospasm. Gas- 
trectomy he believes is the operation of choice in 
the greai majority of cases. In his hands it has been 
both safe and excellent as regards the permanency of 
cure. No other operation yields such uniformly 
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good results. He uses the “anterior no loop” 
method. ‘The jejunum is brought from the flexure 
across the transverse colon from left to right and 
applied to the divided stomach so that the proximal 
part of the jejunum joins the greater curvature. ”’ 

Moynihan has employed this method in every case 
since June, 1920. There have been no deaths and 
only uneventful early and late convalescences. No 
ulcers have recurred. No dyspepsia symptoms have 
followed this operation. 

This article is a critical and admirable résumé of a 
master surgeon’s work in the field of gastric surgery. 

Joun W. Nuzum, M.D. 


Hardt, L. L., and Rivers, A. B.: Toxic Manifesta- 
tions Following the Alkaline Treatment of 
Peptic Ulcer. Arch. Int. Med., 1923, xxxi, 171. 


Sippy attributes the chronicity of ulcer to the cor- 
rosive action of gastric juice, and on this basis admin- 
isters small amounts of alkali hourly over a long 
period (three to four weeks in the hospital and 
several weeks afterward). Hesays, “It may be helpful 
to know that in rare instances it has required the 
equivalent of 30 gr. (2 gm.) each of calcium car- 
bonate and sodium bicarbonate every hour midway 
between feedings and every half hour after the last 
feeding until 9 p.m. to control the free acidity.” 

With one exception, it has been the experience of 
the authors that when an attempt is made to con- 
trol the acidity in a certain group of cases symp- 
toms of toxemia usually appear. Thus far, how- 
ever, no one has studied the etiology and symptoma- 
tology of the condition from the standpoint of blood 
chemistry. 

From the patients with peptic ulcer who were 
observed in the Mayo Clinic from April 1, 1921, to 
April 1, 1922, forty-eight were selected for study and 
classified in three groups. Group 1 consisted of six- 
teen patients who were treated for one week by 
hourly feedings of milk without alkali and then 
treated according to the usual Sippy method. This 
experiment was made to determine whether or not 
the milk alone was a factor in causing the complicat- 
ingsymptoms. Group 2 consisted of sixteen patients 
who were placed directly on Sippy treatment and 
remained normal throughout the course. Group 3 
consisted of sixteen patients who showed toxic symp- 
toms while under the Sippy treatment. 

In practically all cases a twelve-hour specimen of 
urine (night) was examined microscopically for 
blood, pus, and casts, and chemically for albumin 
and sugar. The specific gravity was estimated and 
the renal function was tested by the phenolsulphone- 
phthalein return. Blood urea, creatinin, and the 
carbon dioxide combining power of the plasma were 
also determined. These tests were repeated the day 
before additional food or alkalis were given and again 
during the lust week of treatment. If symptoms of 
toxemia developed, the laboratory data were again 
obtained. In Group 3 the blood urea was 50 mg. or 
more for each 100 c.cm. Creatinin determinations 
were not made unless the blood urea was 70 mg. or 
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more. In one case the blood chlorides were also 
determined during the period of toxemia. 


The chemistry of the blood or urine was not. 


affected in the “‘milk control” patients in Group 1 
or Group 2. The sixteen patients of Group 3 ex- 
hibited definite symptoms of toxemia. 

Symptoms of intoxication are apt to arise at any 
time during the course of the treatment, within four 
or five days after the powders are given, not until the 
third or fourth week, ocr following the use of two or 
three additional 5-gr. calcium-carbonate powders. 
Patients whose gastric acidity persistently remains 
uncontrolled may show symptoms early. 

Before the patients developed the more serious 
symptoms they seemed unduly introspective and 
nervous. They were irritable and complained about 
trifles which previously they had overlooked. The 
first symptom was a distaste for milk. In some 
instances headaches came on almost simultaneously 
with the dislike for milk, and at this stage it was 
usually difficult to persuade the patients to take the 
powders. The headache persisted through the en- 
tire syndrome, becoming more severe as the subse- 
quent complaints arose. 

With the increasing dislike for milk, nausea be- 
came pronounced and the patient vomited on making 
efforts to take food or water. The vomiting may 
become alarming and is checked with difficulty, 
usually only after repeated gastric lavage. 

Dizziness is a common symptom even in the milder 
cases. Aching pain in the muscles and joints was a 
usual symptom. Respirations became slow, the 
pulse slightly accelerated, the face flushed, and per- 
spiration profuse. The patient lay in bed limp, 
apathetic, and very drowsy, and was roused with 
difficulty. When the symptoms reached the point of 
nausea and vomiting (with few exceptions), the 
alkalis were stopped and the patient was put on two- 
hour feedings consisting of milk, cereals, eggs, fruit 
juices, and meat broth. In six instances it was neces- 
sary to continue this treatment with small doses of 
alkali because toxic symptoms recurred after at- 
tempts to follow the Sippy régime. 

During toxic manifestations the blood urea in- 
creased from 50 to 296 mg. for each 100 c.cm., and 
the creatinin from 2 to 5 mg. In the normal patients 
the carbon dioxide varied from 55 to 70 volumes per 
cent; in those exhibiting toxic symptoms, from 65 to 
117. Albumin and casts were found at some time 
during the course of treatment in all of the sixteen 
cases of Group 3. In Groups 1 and 2 the blood 
was normal. 

The gastric acidity was not controlled in any of the 
cases of Group 3; as a rule it was high. The average 
total acidity during the period of toxemia was 78 
and the free hydrochloric acid 48. 

The toxic manifestations, laboratory data, and 
pathologic findings in three cases of Group 3 led to 
the supposition that alkaline treatment may pre- 
cipitate definite toxic symptoms in patients with 
renal disease. In these three the blood urea rose to 
200 or higher. 


Undoubtedly a marked pathologic condition of the 
kidneys was being dealt with. In all three cases the 
gastric acidity remained persistently high. The aver- 
age free hydrochloric acid was 68 and the average 
total acids were 102. The point is emphasized that 
alkaline therapy directed toward the complete neu- 
tralization of gastric acidity is not only out of the 
question, but also harmful. 

In the other thirteen cases of Group 3 there was no 
clinical or laboratory evidence of nephritis or ne- 
phrosis when treatment was begun, but symptoms of 
varying degrees of toxemia associated with renal 
involvement became manifest within a few days to a 
few weeks later. It is hardly justifiable to conclude 
that these patients had definite nephritis at the on- 
set. A more probable assumption is that renal 
disease with toxic manifestations was the result of 
the alkaline therapy. It has not been definitely 
determined which one of the salts or metals is re- 
sponsible for the toxemia. However, the diet is not 
the cause, as none of the patients on the diet alone 
showed toxicsymptoms. The fact that in these cases 
the acids were persistently high brings up the ques- 
tion of variation in absorption or perhaps depletion 
of blood chlorides. These patients and patients with 
gastric tetany had similar blood findings with the 
exception that in the latter there was a depletion of 
chlorides in the blood. 

The problem as to whether or not true alkalosis is 
produced by the large amounts of alkalis given is yet 
to be solved. The hydrogen-ion concentration was 
not determined in this study, but on the basis of the 
high carbon-dioxide combining power of the plasma 
and the administration of large quantities cf alkalis, 
— authors feel justified in applying the term alka- 
osis. 


Guy, E. F.: The Effect of Gastro-Enterostomy on 
Gastric Function as Interpreted by the Frac- 
tional Test Meal. Brit. J. Surg., 1923, x, 403. 


The author has modified the Rehfuss technique of 
obtaining a fractional test meal by giving a pint of 
oatmeal for the meal and then withdrawing 2 c.cm. 
every fifteen minutes. To obtain a larger quantity 
it is often necessary to employ pressure in the 
syringe which may cause minute hemorrhage of the 
gastric mucosa and thus introduce an element of 
error. Sixteen specimens are removed. Guy em- 
phasizes the importance of filtering the specimen 
immediately, before marked changes in acidity oc- 
cur. In the following comparison, A represents the 
titration figures of a specimen filtered immediately, 
and B those of the control specimen filtered after 
standing in the test tube for four to six hours at 
room temperature: 


Total 

Free HC! Acidity 
Example 1........... 7 16 
B ° II 
A 15 25 
B 7 17 
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In thirty-one of more than fifty cases examined 
the presence of an ulcer was confirmed at operation. 
In fourteen a duodenal ulcer was found, in nine a 
pyloric ulcer, and in three a gastric ulcer. The 
exact position of the ulcer in five is not known. 

In fourteen of twenty-six cases which were ex- 
amined after gastro-enterostomy the acidity curves 
were obtained both before and after operation. 

Gastric ulcer. The length of time during which 
starch could be recovered indicated that in cases of 
gastric ulcer the motility was reduced. Bile was 
present over longer periods than in the normal 
stomach. In cases of ulcers of the body of the 
stomach there was hyposecretion of acid. 

Duodenal ulcer. In cases of duodenal ulcer the 
motility was increased even though the fibrosis 
surrounding the ulcer encroached upon the pyloric 
ring. The presence of bile was less characteristic 
in this type. There was marked hypersecretion of 
acid, and the amount of resting juice was con- 
siderably increased. 

Pyloric ulcer. In cases of pyloric ulcer the motility 
was definitely decreased as shown by the fact that 
starch granules could be recovered as long as three 
and three-fourths hours after the meal. Absence of 
bile in the stomach seems to be a marked feature of 
these cases. There was hypersecretion of acid, but 
not so marked as in the cases of duodenal ulcer. 

In a study of the effects of gastro-enterostomy on 
the different types of ulcer it was found that a satis- 
factory gastro-enterostomy always increased the 
rate of emptying. In five tests carried out on pa- 
tients subjected to partial gastrectomy, a still more 
rapid evacuation was noted, the stomach being 
empty, on an average, within three-fourths of an 
hour. In two cases in which pain and vomiting re- 
curred after gastro-enterostomy the emptying time 
was found to be two hours or longer, and in one of 
these the stoma had ceased to function. After 
gastro-enterostomy for gastric ulcer there was 
usually a marked lowering of the acid secretion, 
while after gastro-enterostomy for duodenal ulcer 
the decrease in acidity was less marked. The author 
does not agree with Sherren that duodenal exclusion 
is the cause of postoperative hyperacidity as he has 
demonstrated that a high acid level after operation 
is but the natural result of a pre-operative hyper- 
secretion and is not affected by variations in opera- 
tive procedure apart from the provision of an ade- 
quate stoma. Dennis W. CrILe, M.D. 


Goldschmidt, W.: The So-Called Linitis Plastica 
(Zur Frage der sog. Linitis plastica). Arch. f. klin. 
Chir., 1922, CXx, 551. 


The clinical and pathologico-anatomical picture 
of so-called linitis plastica is by no means clear 
although a great deal has been written regarding 
the condition. Many authors emphasize the form 
of the stomach (leather-bottle form, shrinking and 
thickening), paying little attention to its patho- 
logico-anatomical aspects. It is therefore not 
surprising that numerous other gastric diseases, 
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such as carcinoma, fibromatosis, syphilis, etc., are 
often included in the diagnosis of linitis plastica. 
This fact explains also the various opinions regard- 
ing the malignancy of the condition. 

The author reports two cases. The second, 
particularly, showed the picture of linitis plastica 
macroscopically, whereas an infiltrating carcinoma 
with colloid cancer cells was found on microscopic 
examination. In the discussion of the case Gold- 
schmidt raises the question whether this lesion 
should be described as linitis plastica which it 
resembled macroscopico-morphologically, or wheth- 
er it should be designated simply as a colloid cancer, 
according to the microscopic findings. 

VOLLHARDT (Z). 


Palugyay, J.: Roentgenological Investigations on 
the Functional Behavior of the Stomach in the 
Various Types of Posterior Retrocolic Gastro- 
Enterostomy, and a Comparison of Its Value 
in Ulcer of the Stomach and Duodenum 
(Roentgenologische Untersuchungen des funktion- 
ellen Verhaltens des Magens bei den verschiedenen 
Arten der Gastroenterostomia retrocolica posterior 
und Vergleich ihrer Wertigkeit beim Ulcus ven- 
triculi und duodeni). Deutsche Ztschr. f. Chir., 1922, 
clxxiii, 197. 

Palugyay has investigated roentgenologically the 
functional behavior of the stomach following the 
different types of posterior retrocolic gastro-enteros- 
tomy on the material of the Hochenegg clinic. On 
the basis of sixty-one cases he comes to the following 
conclusions: 

In the selection of the type and position of the 
anastomosis the surgeon must consider whether the 
stomach is of normal size or dilated, and whether it 
has a hook or cattle-horn shape. In the dilated 
stomach, he must consider to what extent the 
gastric wall will permit regression of the dilatation 
and whether adhesions are present at the pyloric 
portion which, when the stomach is reduced in size, 
may produce a change of form from a hook shape 
to a cattle-horn shape. The first two points are 
determined by the X-ray examination and the latter 
at operation. 

With the exception of those cases in which there 
is an ulcer at the cardiac or middle portion in an 
hour-glass stomach, in which an anastomosis applied 
at the upper sac ought to produce favorable results, 
the following points should be taken into considera- 
tion in the performance of gastro-enterostomy: 

In the hook stomach of normal size the choice 
between isoperistaltic and anisoperistaltic anas- 
tomosis applied at the caudal pole of the stomach 
should be governed only by the technical considera- 
tions. In cases of dilated hook stomach without 
pyloric adhesions the oblique isoperistaltic anasto- 
mosis comes up for consideration first of all and, 
secondly, the vertical anisoperistaltic anastomosis. 
In cattle-horn stomachs and dilated stomachs with 
pyloric adhesions—which may lead to a cattle-horn 
form—anastomosis in the pyloric portion is prei- 
erable. The vertical isoperistaltic anastomosis 
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should be avoided in every case. Although the loop 
may turn and will then give a good result, the 
difficulties and functional disturbances up to the 
time of the turning of the loop are not incon- 
siderable. Furthermore, in some cases turning of 
the loop does not occur and, as a result, there is 
permanent kinking. NAEGELI (Z). 


Finsterer, H.: Operations on the Stomach (Re- 
sections) in Advanced Age (Ueber Magenopera- 
tionen—Resektionen—im hohen Alter). Wien. med. 
Wehnschr., 1922, \xxii, 1641. 

On the basis of his own extensive experience 
Finsterer opposes the opinion held by many that 
the mortality of operations on the stomach in ad- 
vanced age is so high that in general it is better not 
to undertake them. 

Carcinoma is the chief disease of the stomach in 
advanced age for which operation is apt to be 
indicated. Operations are rarely performed for 
benign ulcer. A callous lesion which is called ulcer 
at operation is usually found on later microscopic 
examination to be cancerous, but there are excep- 
tions to this rule. The author reports three cases of 
patients over 70 years of age in which the clinical 
diagnosis was carcinoma, but the histologic exami- 
nation of the tissue removed at operation revealed 
a beginning carcinoma on the basis of an old ulcer 
in only one. 

Cases of perforation of ulcer or carcinoma which 
are rapidly fatal without operation are rare in old 
age. Finsterer succeeded in saving the life of a 
woman of 71 years of age by operation performed 
fifteen hours after the perforation of a duodenal 
ulcer, in spite of a desperate condition. The pulse, 
at first very irregular, frequent, and scarcely per- 
ceptible, became clearly perceptible after an intra- 
venous solution of adrenalin and common salt. 

Finsterer is unable to accept the view of many 
physicians and internists that the results of exten- 
sive operations on the stomach and intestines are 
worse in advanced age than in youth on account of 
the danger of pneumonia and heart weakness. In 
the operations on the stomach performed by Fin- 
sterer during the last ten years he has had almost as 
good results in old persons as in younger persons; 
pulmonary complications, so much dreaded, were 
entirely absent. 

In carcinoma of the stomach the prospects of a 
permanent cure by operation are much more favor- 
able in the cases of old persons than in those of young 
persons since in advanced age the tumor is usually 
localized, does not spread, and very seldom forms 
metastases. Of 175 patients subjected to resection 
of the stomach and sixty subjected to gastro- 
enterostomy for carcinoma, 33% per cent were be- 
tween 60 and 76 years of age. Of the patients over 
60 years of age who were subjected to resection, 
twelve (21 per cent) died. The mortality of the 175 
resections was only 17.1 per cent. Of the twelve 
fatal cases, three were cases of extensive resections 
of the stomach and colon, and in five resection of the 


pancreas was also necessary. Therefore in all of 
these cases the prognosis depended less on the age of 
the patient than on the extent of the operation. In 
thirty-nine cases in which simple resection was done 
by Finsterer there were four deaths, a mortality of 
10.2 per cent. One of the deaths was that of a woman 
with very severe anemia due to bleeding for fifteen 
months caused by a carcinoma of the stomach. The 
other three deaths were due to pneumonia. In one 
of these cases 150 c.cm. of ether were used for ether 
anesthesia in addition to local anesthesia. In the 
two others the operation was performed under local 
anesthesia alone; in one of these, phthisis with large 
cavities was present, and in the other, the pulmonary 
inflammation did not appear until the tenth day, 
when the patient was up and about. 

In general, Finsterer found that old, very ca- 
chectic persons are often able to withstand well the 
most severe complications of operation. Of the 
patients over 60 years of age on whom gastro- 
enterostomy was performed three died following 
operation, two from peritonitis and one from 
pneumonia. Gastro-enterostomy is only a palliative 
operation, but is definitely indicated when there is 
marked stenosis, though many surgeons erroneously 
refuse to perform it on old persons. 

Of 369 resections of the stomach for gastric and 
duodenal ulcer, thirty-four were performed on pa- 
tients between 60 and 76 years of age, and of 121 
gastro-enterostomies with the same _ indications 
twelve were performed on patients between 60 and 
82 years of age. In the latter twelve cases there was 
only one death, that of a man aged 82, who was 
completely comatose twenty-four hours before the 
operation because of inanition. 

In the author’s experience, carcinomatous degen- 
eration is exceedingly rare in duodenal ulcer; hence 
gastro-enterostomy is often all that is necessary. 
In cases of gastric ulcer, however, resection should 
always be done, without regard to age, on account of 
the danger of carcinomatous change. In thirty-four 
resections for ulcer performed on patients between 
60 and 70 years of age there were no deaths although 
among them were cases with advanced emacia- 
tion, severe pulmonary disease, etc. Deaths from 
peritonitis must be left out of the reckoning when 
judging of the dangers of the operation in advanced 
age because this danger is just as great in the cases 
of young persons. In Finsterer’s experience all 
cases of peritonitis caused by infection from without 
are fatal. 

Finsterer attributes his good results, especially 
the absence of pulmonary and cardiac complica- 
tions, to the avoidance of narcosis. Of fifty-five 
cases of resection for carcinoma, forty-eight were 
performed under local anesthesia alone. Splanchnic 
anesthesia according to Braun’s method is an 
important advance: 70 c.cm. of a o.5 per cent 
solution of novocaine are injected at the twelfth 
thoracic vertebra when the abdominal cavity is to be 
opened. With the use of local anesthesia, operation 
is possible in many cases with severe bronchitis and 
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emphysema which forbid the use of ether or chloro- 
form in even the smallest quantities. Therefore 
neither the family physician nor the internist has 
any good reason to advise against operation or 
represent it as particularly dangerous on account of 
advanced age of the patient. Bove (Z). 


Boyd, G. L.: The Etiology of Acute Intestinal In- 
toxication in Infants. Arch. Int. Med., 1923, 
XXXi, 297. 

The author’s summary is as follows: 

1. Extracts of intestinal mucous membrane from 
cases of acute intestinal intoxication in children 
contain a toxic substance which, when injected into 
animals, produced a definite syndrome consisting of 
depression and narcosis, anorexia, circulatory failure, 
an increase in the number of intestinal evacuations, 
and in some cases convulsions and death. 

2. Younger animals were much more susceptible 
to this toxic substance than older animals. 

3. The toxin is not destroyed by boiling, and 
passes through a bacteria-tight filter. 

4. Crystals resembling those of the dipicrate of 
B-imino-azolylethylamine were obtained, by ap- 
propriate means, from the extracts of intestinal 
mucous membrane. 

5. These crystals proved innocuous to animals 
until their basic character was restored by prolonged 
boiling with alcohol, when they became highly 
potent. 

6. Previous dehydration of an animal rendered it 
more susceptible to the toxin. 

7. Boiled aqueous extracts of fresh stools proved 
non-toxic when injected into animals. 

8. Systemic blood from cases of acute intestinal 
intoxication was slightly toxic when injected into 
animals. 

9. Portal blood from patients was very toxic. 

10. No distinctive pathologic findings were seen 
in any of the fatal cases. 

Water H. Napier, M.D. 


Geriach, W.: Mechanical Injuries to the Mucosa 
Caused by Ascarides in Intestinal Obstruction 
Due to Ascarids (Ueber mechanische Schleimhaut- 
schaedingungen durch Ascariden bei Ascaridenileus). 
Deutsche Ztschr. f. Chir., 1922, clxxiii, 396. 


A girl, 9 years old, who was operated on for acute 
appendicitis (an area of beginning gangrene as large 
as a pea) showed the signs of ileus and peritonitis 
four days after the operation. Laparotomy revealed 
_ diffuse peritonitis and marked distention of the 
small intestine which was partly bluish-red. A 
number of ascarids lay in the small intestine im- 
mediately above the ileocecal valve. Beyond these 
the ileum was spastically closed. Numerous as- 
carids were found also throughout the course of the 
smal! intestine. About ten worms were removed 
at the site of the ileus by enterostomy. Death 
occurred a few hours later. 

Autopsy revealed numerous worms in the small 
intestine. At the points where they were found 


the mucosa was bright to dark red. In the upper 
part of the jejunum there were lesions of the mucosa 
extending into the submucosa. These consisted of 
longitudinal defects about 3 mm. wide in the in- 
ner layers of the intestinal wall which resembled 
ploughed-up furrows. The mucosa at the side of 
these grooves showed no changes. On microscopic ex- 
amination, the blood vessels in the reddened areas 
of the mucosa and submucosa appeared markedly 
engorged. The mucosa was infiltrated by numerous 
cells, and the peripheral portions were partly 
necrotic and partly exfoliated. In the region of the 
defects the muscularis mucose had been com- 
pletely destroyed and a part of the submucosa 
showed ulcerative destruction. 

Both the injury of the intestine and the spastic 
ileus were caused by the ascarids. It could not be 
determined whether there was any relationship 
between the ascaridiasis and the appendicitis. 

GUEMBEL (Z). 


Quain, E. P.: Pathogenic Ptosis of the Right Colon. 
J.-Lancet, 1923, xliii, 73. 

Most of the symptoms induced by coloptosis are 
due to the dragging on the mesentery or pericolic 
membranes and the constant faecal stasis. The 
symptoms are many and multiform, but may be 
assembled into three general groups: pain, consti- 
pation, and intoxication. 

The pain is of two types, that produced in the 
immediate vicinity of the colon and that produced 
by the dragging on other organs. 

The success of treatment for well-marked colop- 
tosis will be proportionate to the patient’s age and 
intelligence and his co-operation. The younger the 
patient subjected to colofixation, the more certain 
and rapid the cure. 

Medical treatment should be tried first. This 
necessitates two or more weeks in bed in a hospital. 
Several times a day, with intervals of rest, and for 
an hour after each meal, the patient is placed in the 
Trendelenburg position on an incline of at least 30 
degrees. So far as is possible he is not permitted 
to raise his shoulders from the bed at any time. An 
enema is given at least once a day. Meats and al- 
buminous foods are withheld. The diet is made up 
chiefly of vegetables, carbohydrates, and fruits to 
retard the putrefactive bacteria and to aid the fer- 
mentative flora in the cecum. Lactose in liberal 
amounts has also been found of definite value for 
this purpose. 

On leaving the hospital the patient is instructed 
to lie in the Trendelenburg position for at least 
twenty minutes after each meal and upon retiring. 
An abdominal support should be worn and should 
be placed in position while in the Trendelenburg 
posture. 

The medical régime generally gives only tempo- 
rary relief, surgery being necessary for a more lasting 
cure. 

When the colonic wall has become infected and 
thickened, and when pronounced lymphadenitis and 
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multiple adhesions are present, no operation short 
of right colectomy will give a cure. 

In the presence of cecum mobile of mild degree, 
fixation of the caput coli to the root of the meso- 
appendix should always be done after appendectomy. 
It is Quain’s conviction that this fixation of the 
cecum, incidental, accidental, or intentional, has 
much more to do with the relief of symptoms after 
operation for so-called “chronic appendicitis” than 
removal of the appendix itself. 

When the caecum and the ascending colon are 
both ptosed and hypermobile on a mesentery, a 
more radical fixation to the psoas muscle is done. 
An incision is made through the posterior perito- 
neum opposite the normal location for the caecum 
and the cecum is fixed to the muscle with two or 
three chromic catgut sutures. 

When most of the ascending colon is free and 
hypermobile, a second peritoneal incision is made 
somewhat higher, over the edge of the psoas, and 
two other chromic sutures are introduced. A very 
solid fixation is obtained by placing the sutures in 
the posterior longitudinal line of the colon, but this 
is apt to cause considerable backache in the first 
few weeks after the operation and may involve a 
risk of too firm fixation in some cases. 

When there is complete right coloptosis, a still 
higher fixation is made at a point representing the 
hepatic flexure. It is not possible to effect the fixa- 
tion to the back muscles because the kidney, with 
its blood vessels and the ureter, is in the way. The 
posterior peritoneum is opened and two or three 
sutures are passed through the areolar tissue in 
front of the kidney. If there is only a small amount 
of fat present the muscles near the twelfth rib are 
easily reached at this point. If there is an abun- 
dance of fat it has seemed best not to pass these 
sutures deeply under the peritoneum, but to be 
satisfied with a broad peritoneal attachment under 
the liver. 

When the right kidney is definitely ptosed with 
the colon, the fatty capsule is split over the dorsum 
and peeled loose from the kidney. The tuft of fat 
thus freed externally but attached in front of the 
kidney pelvis is gathered together with two or three 
chromic catgut sutures and sutured firmly to the 
quadratus lumborum muscle. This formsashelf upon 
which the kidney rests and is a much better proce- 
dure than attempts to anchor the kidney itself. 

The following is a brief summary of the results 
following colofixation: Twenty-two (61 per cent) of 
the thirty-six patients subjected to cecofixation and 
colopsoas fixation are free from all previous symp- 
toms, and twelve (75 per cent) of the sixteen with 
complete colofixation are entirely symptom-free. 
The majority of the rest, about one-third of the 
total number, gave constipation as the symptom 
which had not been entirely overcome by the opera- 
tion. Four complained of occasional backache, and 
three had colicky abdominal pains. More or less 
relief from previous symptoms was acknowledged 
by all but three. Not the least satisfactory were the 


results in patients who were relieved of symptoms 
in other organs—kidney, gall-bladder, and duo- 
denum—and upon whom the most radical and 
multiple interventions were performed. 

The author summarizes his conclusions as follows: 

1. Coloptosis is a very common anatomical ab- 
normality. 

2. Comparatively few of those who are coloptotic 
suffer serious symptoms as a consequence, but the 
incidence of the condition is much greater than was 
formerly supposed. 

3. Some of the effects of coloptosis are attributed 
to other abdominal organs which may in turn give 
rise to a new set of symptoms obscuring the original 
and chief condition. 

4. Medical treatment affords relief in most cases 
and should be given thorough trial in all cases al- 
though its ability to cure is doubtful in any case. 

5. Surgical treatment is as successful in this con- 
dition as in many other so-called surgical diseases, 
and promises better results as experience accumu- 
lates. 

6. “Chronic appendicitis” is an infrequent con- 
dition. The term should be restricted to those com- 
paratively few cases in which there is actually a 
chronic lesion of the appendix. 

Cart R. Steinke, M.D. 


Witherbee, O. O.: The Indications for, and the 
Results of, Anchoring the Head of the Colon. 
California State J. M., 1923, xxi, 69. 


The author has often noticed that in certain cases 
of excruciating headache there is an associated 
lowering and distention of the head of the colon. 
He therefore endeavored to determine whether this 
deformity was responsible, in part at least, for the 
discomfort. Intoxication resulting from colon reten- 
tion is both local and general. The local effect is 
exerted upon the nerve endings in the wall of the 
bowel and interferes with afferent and efferent 
impulses, thus establishing the vicious circle of les- 
sened mobility, longer retention, greater intoxica- 
tion, and continued lessened mobility. Of the gen- 
eral effects the most aggravating is the violent head- 
ache. 

In twenty-eight cases the author separated ad- 
hesions and cut all fibrous bands to liberate the 
colon so that it could lie without restraint and in 
contact with the parietal peritoneum in the right 
flank. There he secured it with a running suture 
uniting the lateral longitudinal band to a fold of 
the peritoneum for a distance of 5 or 6 in., taking 
care not to leave any channel between the new line 
of attachment and the mesocolon through which a 
hernia might develop. The results seem to be en- 
couraging. H. W. Fiyx, M.D. 


Einhorn, M.: Chronic Ulcerative Colitis and Its 
Treatment. N. York M. J. & Med. Rec., 1923, 
cxvii, 214. 

Strauss attributes chronic ulcerative colitis to 
dysentery, but Yeomans regards it as an infective 
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condition because of the febrile course, the prostra- 
tion, and the septic complications. 

In reviewing the symptoms, Einhorn describes the 
characteristic stools, the constitutional reaction, the 
protracted chronicity, and the resultant disability. 

The diagnosis is based upon a stool examination 
and the subjective symptoms caused by the local 
condition. If the symptoms are atypical, the proc- 
toscope and the barium enema are valuable aids. 

With regard to the treatment, Einhorn outlines a 
diet containing very little cellulose. He advises 
abstinence from cold beverages, fruits, and salads, 
and the use of only small quantities of milk. Care 
must be taken to provide a diet of sufficient nutri- 
tive value. 

In the medical treatment of the disorder it is im- 
portant to use a vehicle which will spread the remedy 
over long portions of the intestine. Einhorn recom- 
mends one to two teaspoonfuls of an astringent in 
agar, such as tannin agar. Ipecacuanha agar is in- 
dicated if the attack follows amcebic dysentery, and 
lupulin agar if there is colicky pain. 

The local treatment consists of retention enemas, 
irrigation of the colon through the rectum, and 
irrigation through an appendicostomy or cacostomy 
opening. The author avoids the operations men- 
tioned by introducing an intestinal irrigation tube 
into the cecum through the mouth. This tube is left 
in place for two or three weeks, during which time 
nutrition is also given by mouth. 

A case in which this treatment was applied is 
reported. Six days after the introduction of the 
tube, the capsule was demonstrated in the cecum 
by the X-ray following inflation of the colon with 
oxygen. One hundred cubic centimeters of a 0.5 
per cent mercurechrome solution were then instilled 
and weak calcium-carbonate solution flushings were 
given by the dry method. This was continued until 
the evacuations were free from blood, when the tube 
was removed. 

The procedure is recommended because of its 
effectiveness and because it renders a surgical oper- 
ation unnecessary. V. E. Dupman, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Haas, W.: The Bacterial Content of the Blood of 
the Portal Vein and the Origin of Liver Ab- 
scesses (Ueber den Bakteriengehalt des Pfortader- 
blutes und die Entstehung von Leberabscessen). 
Deutsche Ztschr. f. Chir., 1922, clxxiii, 239. 


Haas first gives a historical review of the various 
theories regarding the bacterial content of the blood 
of the portal vein and comes to the conclusion that 
permeability of the intestinal wall may be assumed 
in the presence of severe processes involving the 
mucosa. He then reports a few very careful investi- 
gations on living subjects and a large number of 
animal experiments. From these he concludes that 
under normal conditions the blood of the portal 
vein does not contain bacteria, but that when the 


mucous membrane of the gastro-intestinal tract js 
involved by inflammatory or destructive processes, 
conditions are entirely different. Bacteria can be 
taken up by the radicals of the portal vein also 
during any gastric or intestinal operation in which 
the wall of the viscus is divided throughout its 
entire extent. The organisms so taken up, however, 
are always destroyed by the bactericidal power of 
the blood. 

Under certain conditions, bacteria may penctrate 
into the liver, not only through the branches of the 
portal vein, but also by way of the blood stream 
through the hepatic artery—as, for example, in 
puerperal fever, suppuration of bone, influenza, 
furuncles, and carbuncles—or, more rarely, by way 
of the lymph streams. 

The biliary passages are the most important car- 
riers of infection. Certain kinds of bacteria acquire 
a luxurious growth in the gall-bladder and, espe- 
cially when there is a decrease in the contraction of 
the biliary passages or a biliary stasis, wander into 
the liver. They may enter the liver also if the 
adjacent portions of the stomach and intestine are 
so injured that their walls become permeable. 

NORDMANN (Z). 


Rehfuss, M. E.: Gall-Bladder Disease. South. M. 
J., 1923, Xvi, 75. 

With regard to the etiology of lesions of the gall- 
bladder the author points out that certain types of 
bacteria have a special predilection for the liver and 
biliary tract, and at the same time a certain percent- 
age of these will involve the stomach and duodenum. 
This might explain the frequent association of the 
two types of lesion. 

Attention is called to the specific elimination by 
the liver of the colon-typhoid group through the bile 
passages, indicating that gall-bladder infection may 
be the result rather than the cause of repeatedly 
infected bile. Many organisms occurring in the nor- 
mal bowel have also been isolated from the infected 
gall-bladder, but the fact that the streptococcus 
mitis and streptococcus salivarius of the mouth 
were found twice as frequently as the streptococcus 
fecalis suggests that diseases of the upper tract are 
more often the precursors of gall-bladder disease 
than arelesicns of the lower bowel. A common source 
of infected bile is a diseased liver cell. 

Biliary lithiasis is often associated with hyper- 
cholesterolemia. A faulty liver cell may precipitate 
the cholesterol to form stones. There is a decided 
increase in the cholesterol in the blood during the 
early months of pregnancy and in the convalescent 
stages of typhoid fever and other diseases. Persons 
with an error in metabolism are apt to have stone 
formation. 

Cases of gall-stone colic are not difficult to diag- 
nese. In the chronic type of case with few or no 
acute exacerbations a history of changes in the stool 
and flatulent dyspepsia, especially following the in- 
gestion of fats, the presence of air in the stomach, 
heartburn, spastic constipation, dilation of the 
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cecum with spasticity of the descending colon, and 
tenderness and distress in the gall-bladder region are 
of diagnostic importance. Important indirect evi- 
dence includes fixation of the duodenum, deformities 
of the duodenal bulb, pressure defects, and fixation 
of the stomach at the lesser curvature. In many 
cases there is a definite picture of pylorospasm. An 
X-ray demonstration of calculus is possible in less 
than 30 per cent of the cases. 

Regarding duodenal intubation the author is of 
the opinion that it is impossible to obtain a pure 
sample of bile or to disinfect the upper digestive 
tract. On the other hand he believes that separate 
fractions representing the ducts, the liver, and the 
gall-bladder may be obtained although they are not 
pure secretions. He states that the evidence of 
disease in the bile is similar to the information ob- 
tained by urinalysis, gastric analysis, or spinal fluid 
examination. In studying the bile he considers the 
following factors: (1) a change in its color and con- 
sistency, (2) an increase in the cell count, (3) the 
presence of abnormal elements such as cholesterol 
crystals, (4) the presence of crystals of amino acids, 
leucin, and tyrocin, and (5) evidence of profuse epi- 
thelial exfoliation and clumping of leucocytes. The 
serum test for obstructive jaundice is significant. 

Infection and stone are both due to conditions 
outside of the gall-bladder. The resulting phenom- 
ena the surgeon may be able to relieve or remove 
completely. Whether operated upon or not, the case 
is medical, first, last, and always. A careful search 
must be made for a primary focus of infection, as 
most gall-bladder infections are secondary. The 
intake of cholesterol, fat, and protein in the diet 
must be regulated. 

The intestinal tract must receive attention since 
toxic elements absorbed into the portal circulation 
cause liver changes. Transduodenal lavage com- 
bined with the Murphy drip relieves biliary stasis. 

Cases requiring surgical intervention are those in 
which there are recurrent acute attacks in spite of 
medical treatment, those with gross deformities in 
the right upper quadrant, those with common-duct 
block, and those of persons of cancer age who do not 
show improvement under medicai care. 

J. Pickett, M.D. 


Griffiths, H. E.: The Relation of Disease of the Gall- 
Bladder to the Secretory Function of the 
Stomach and Pancreas. Lancet, 1923, cciv, 265. 


It has long been known that there is a close rela- 
tionship between gall-bladder disease and digestive 
disturbances. The close proximity of the duode- 
num, the gall-bladder, the head of the pancreas, and 
the pylorus makes it difficult in some cases to 
diagnose disease processes in these different viscera 
accurately. From an anatomical and physiological 
standpoint it is important to remember that in 
from 30 to 50 per cent of normal persons a crescentic 
band or fold of peritoneum extends from the neck of 
the gall-bladder downward to the first portion of the 
duodenum. The presence of such a band does not 


indicate inflammatory disease of this viscus. The 
author reports one case in which contraction of the 
cystoduodenal fold due to cholecystitis lead to com- 
plete obstruction of the duodenum. 

The vagus is the motor and secretory nerve to the 
gall-bladder and bile passages, and the sympathetic 
from the ninth right intercostal segment is the sen- 
sory supply to the gall-bladder. The vagus is the mo- 
tor andsecretory nerve to the stomach. The pancreas 
derives its nerve supply from both the sympathetic 
and the vagus. Inflammatory irritation of the 
mucous membrane lining of the gall-bladder results 
in a reflex irritability of the vagus acting chiefly on 
the stomach and leading to an increase in both the 
amount and the acidity of the gastric juice associated 
with relaxation of the pylorus and regurgitation from 
the duodenum. If the sensory stimulus is greater, 
pylorospasm is the result of a sympathetic reflex 
through the ninth thoracic segment. 

Infection of the pancreas is very frequently 
associated with gall-bladder disease. In the greater 
number of cases infection occurs through the 
lymphatics. As a rule the internal secretion of the 
pancreas is not markedly altered although there may 
be an increased amount of diastase in the urine. 

Joun W. Nuzum, M.D. 


Bolle, H.: A Case of Idiopathic Cyst of the Common 
Bile Duct (Ein Fall von idiopathischer Chole- 
dochuscyste). Deutsche med. Wehnschr., 1922, 
xlviii, 1381. 

In rare cases an obstruction of the common bile 
duct results from a congenital anomaly of the biliary 
passages. Usually there is a valve-like obstruction 
at the point where the common bile duct passes 
through the duodenal wall. The subsequently 
developing biliary stasis makes emptying impossible 
because the duct becomes changed to a large sac. 

A case observed by the author was that of a girl, 
13 years old, who had never been sick before. The 
onset of the condition was sudden with cramp-like 
pains. When the patient was admitted to the 
hospital her general condition was poor and she 
showed slight icterus. The right upper quadrant 
of the abdomen was somewhat distended. At first, 
slight improvement followed symptomatic treat- 
ment, but later there was a relapse with colicky 
pains, vomiting, and a rise in temperature to 38 
degrees C. The stools were absolutely acholic. 

The patient was then transferred to the surgical 
division, an echinococcus cyst of the liver being 
suspected. Operation revealed a tensely elastic 
tumor, larger than a man’s head, which was partially 
adherent to the transverse colon and the duodenum 
and extended above to the under-surface of the 
liver. It was impossible to find the gall-bladder. 
The point of origin of the tumor could not be de- 
termined definitely because of the patient’s poor 
general condition. The intestine was sutured to the 
abdominal wall and three liters of biliary fluid were 
withdrawn. The resulting improvement in the 
general condition was only transient. As the stools 
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remained continuously acholic, a second operation 
was performed. When the edge of the liver was 
raised the completely atrophic and fragile gall- 
bladder was torn off. The biliary passages could not 
be found with certainty, nor could the opening of the 
sac be discovered. Therefore an anastomosis of the 
lowest pole of the sac with the duodenum approxi- 
mately 2 cm. wide was made. An excised piece of 
the sac wall proved to be the wall-of the biliary duct 
which had been changed by chronic inflammation. 
Four days after the operation the stools became 
colored for the first time. Four weeks later the 
patient was discharged cured. 

This was undoubtedly a case of idiopathic cyst of 
the common bile duct which probably had its origin 
in a kinking of the common bile duct at its transition 
into the duodenum. A catarrhal inflammation was 
doubtless an additional factor in the obstruction, 
streptococci being found in the punctate of the sac. 
The diagnosis was made only at the time of the 
operation, as in the cases previously reported in the 
literature. Only surgical treatment comes up for 
consideration. The best procedure is the earliest 
possible choledochoduodenostomy. Scuusert (Z). 


Burnham, M. P.: The Importance of Indirect 
Roentgen Findings in Chronic Infection of the 
Biliary Ducts and Gall-Bladder. Am. J. Roent- 
genol., 1923, X, 105. 


In the early days of roentgenology, the roent- 
genologist depended for information relative to 
biliary tract infection chiefly upon the visualization 
of calculi in the gall-bladder. Subsequently, George 
showed the possibility and importance of demon- 
strating the diseased gall-bladder itself, and called 
attention to other manifestations of infection. Dur- 
ing the past few years the author has found the so- 
called indirect manifestations of duct and gall- 
bladder inflammation of increasing value in the 
diagnosis. 

These indirect findings are divided into two 
groups: (1) changes of form and position in the 
first and second portions’of the duodenum, and (2) 
variations in the normal gastric physiology. 

Change of form and position in the first and second 
portions of the duodenum are due mainly to pressure, 
but adhesion fixtures as a cause cannot be excluded. 
These changes consist of clean-cut indentations of 
the duodenal bulb; crescentic deformities, which are 
usually seen on the lateral or the inferior aspect of 
the bulb; irregular deformities of the bulb not of 
the crescentic type; and distortion in the course of 
the descending duodenum amounting in many 
cases to very marked angulation. 

The changes noted in the normal gastric physi- 
ology are not nearly so decisive as those noted in the 
duodenum. They may be in the nature of spasm of 
the antrum with the secondary back-flow of small 
or large amounts of the meal into the cesophagus 
due to increased intragastric tension. 

The technique employed is discussed briefly. 
Stress is laid upon the fluoroscopic examination in 
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the right oblique prone position at the angle which 
will best bring out the different parts of the duode- 
num. This angle varies in different persons. 

In the differential diagnosis the presence of ab- 
normal peritoneal bands has sometimes been con- 
fusing, but in general these structures have dis- 
tinctive features quite different from those of lesions 
of the biliary system. Several cases of ulcer of the 
duodenum with old perforation resulting in fixation 
of the bulb and irregularity of contour not of the 
type usually due to ulcer have been seen, in which 
it was impossible to exclude a gall-bladder lesion. 
Indirect findings have frequently demonstrated the 
presence of both ulcer and gall-bladder disease. 

Hartune, M.D. 


Abell, I.: Surgical Treatment of Diseases of the 
Gall-Bladder. South. M. J., 1923, xvi, 83. 


Neoplasms of the gall-bladder require surgical 
treatment, but are insidious in onset and frequently 
not discovered in time for cure. Adenomata of the 
gall-bladder are found today more often than formerly. 
These growths result from the irritation of infection 
or the pressure of stones. 

The gall-bladder is infected chiefly through the 
blood stream and the portal circulation. Infection 
by the latter route is evidenced by the widespread 
interlobular hepatitis found in many cases, and in- 
fection by the former route is proved by the fact 
that micro-organisms are often discovered in the 
walls of the gall-bladder when the gall-bladder con- 
tents are sterile. 

In the author’s opinion, the gall-bladder cannot 
be dispensed with as readily as the appendix as it 
has a definite function, though at present this is not 
thoroughly understood. 

Cases of gall-bladder infection may be divided 
clinically into three groups: (1) those with acute 
inflammation with or without cystic-duct obstruc- 
tion, (2) those with a history of colic and a reflex 
gastric disturbance, (3) cases in which there is no 
history of colic, but complaint is made of epigastric 
distress and digestive disturbances. 

In the first group the indication for operation is 
obvious. The others must be cared for according to 
their particular requirements. Any gall-bladder suf- 
ficiently diseased to require operation should be 
removed as in such case it serves as a focus of infec- 
tion for the ducts, the pancreas, the myocardium. 
etc. The dilatation of the common duct following 
cholecystectomy will insure adequate drainage of 
bile from the liver. In prolonged cases, disease of the 
ducts, pancreas, and liver is a complication, and 
as this overshadows the disease of the gall-bladder, 
surgical treatment of the latter must be subordi- 
nated to treatment of the more grave condition. 

In cases of common-duct stone and jaundice it is 
usually safe to remove the gall-bladder and employ 
common-duct drainage. When septic cholangitis 
and liver abscess are present, drainage and care to 
avoid unnecessary trauma are important. I’ro- 
longed jaundice greatly increases the operative risk. 
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Alkaline water should be given previous to operation 
and transfusion resorted to as an added protection. 
Wru1aM J. Pickett, M.D. 


Friesleben, M.: An Unusual Case of Spontaneous 
Rupture of the Spleen Cured by Splenectomy 
(Ein durch Splenektomie geheilter seltener Fall 
von Spontanruptur der Milz). Deutsche Ztschr. f. 
Chir., 1922, Clxxiii, 45. 


The patient was a man 27 years old who was at 
the front during the entire time of the World War, 
sufiered a slight attack of typhus, and subsequently 
had a febrile enteritis of six weeks’ duration. 
Previously he had never been sick. Most important 
of all, he had never complained of pain in the bones. 
From March ro to 14, 1919, he hadaslight inflamma- 
tion of the throat, but fully recovered. The rupture 
of the spleen occurred several days later while he 
was sitting in his office, and was the cause of a very 
severe and prolonged hemorrhage. Splenectomy 
was followed by complete recovery. 

At operation, the liver was found of normal size. 
An intravenous infusion of camphor and sodium 
chloride solution after the operation had a strik- 
ing efiect. A pathologic-anatomical diagnosis of 
leukamic spleen was made because of the changes 
in the tissues. The blood smear showed a marked 
increase in the lymphocytes. The author attributes 
this to an acute infection or an early hyperplastic 
process in the tissue controlling the blood. The 
course of the disease and the subsequent condition 
of the patient, who was entirely well two and one- 
half years after the operation, speak against a 
chronic leukemia. The author believes the condition 
was a general infection with a leukemic blood picture 
and a corresponding reaction of the hematopoietic 
system. With the exception of the spleen, the 
lymphatic tissues of the body were not involved. 
In December, 1920, one and one-half years after 
the rupture, the patient was subjected to an appen- 
dectomy. The blood picture at that time was normal. 

Cottey (Z). 


Von Stubenrauch: Surgery of the Spleen: Ligation 
of the Splenic Artery (Zur Milzchirurgie: Die 
Ligatur der Arteria lienalis). Deutsche Zischr. f. 
Chir., 1922, clxxii, 374. 

In the case of a 66-year-old man who, with gout, 
had hemorrhages from the skin, the kidneys, and 
the intestine in November, 1920, the main branch 
of the splenic artery was ligated 8 cm. from the 
spleen after the second arrest of the haemorrhage 
January 6, 1921. The course of healing was some- 
what disturbed by singultus lasting for eight days 
and by slight suppuration of the abdominal wall. 

Previous to the operation the blood picture was 
as follows: haemoglobin, 32 per cent, erythrocytes, 
3,100,000, leucocytes, 9,000, coagulation time, twenty 
minutes, no myelocytes, and a few nucleated eryth- 
trocytes. Nearly all of the normoblasts were stippled 
and the blood platelets were unusually few. Twenty- 
four hours after the operation the number of blood 


platelets was about normal, and giant blood plate- 
lets, a larger number of isolated myelocytes, and 
isolated stippled erythrocytes were present. Seven- 
teen days later the blood showed a marked poikilo- 
cytosis, isolated, pale blood discs, mononuclear 
leucocytes, and a large number of blood platelets. 

Since August, 1921, the patient has again followed 
his calling as office clerk, has had no more hemor- 
rhages, and has been free of symptoms. In July, 
1921, a marked poikilocytosis, only a few blood 
platelets, and isolated Jolly bodies were found. On 
August 18, 1921, more than eight months after the 
operation, the haemoglobin amounted to go per 
cent, the viscosity to 4.4, the color index to 0.86, the 
erythrocytes to 5,200,000, and the leucocytes to 
9,551; there were no abnormally altered erythro- 
cytes, few blood platelets, and no Jolly bodies. The 
blood coagulation time was seven minutes. 

On the basis of the case observed and the others 
reported in the literature, Stubenrauch recommends 
the ligation of the splenic artery in place of extirpa- 
tion of the spleen in certain forms of blood diseases. 
Necrosis of the spleen can be definitely avoided if 
the ligation is made distant enough from the hilus 
of the spleen. CreITE (Z). 


Foot, N. C.: Studies on Endothelial Reactions. 
Changes in the Distribution of Colloidal Car- 
bon Noted in the Lungs of Rabbits Following 
Splenectomy. J. Exper. Med., 1923, xxxvii, 139. 


After splenectomy in rabbits, colloidal carbon 
introduced into the circulation is removed primarily 
by the lung, which compensates for the loss of the 
spleen and contains vastly more carbon than that of 
anormal rabbit. 

The liver, bone marrow, and peripheral lymph 
nodes show no marked alteration in their phagocytic 
activity as compared with those of controls. They 
do not compensate for the loss of the spleen. 

The cells phagocytosing colloidal carbon in the 
lung appear to be produced there, rather than in 
other organs, as under these conditions proliferation 
of the endothelium occurs chiefly in the lung. 

These cells remain in the pulmonary capillaries 
and lymphatics or are thrown into the circulation. 
In the latter case, there is an apparent increase in 
the number of macrophages in the lumina of the 
liver sinusoids, but nowhere else, indicating a trans- 
ference of carbon from the lung to the liver within 
cells. 

It appears probable that these cells are destroy ed 
in the liver and their content of carbon is taken up 
by the parenchyma, since the latter frequently con- 
tains carbon particles and shows mitotic activity. 

SaMUEL Kaun, M.D. 


MISCELLANEOUS 


Silleck, W. M.: Penetrating Wounds of the Abdo- | 
men. Am. J. Surg., 1923, xxxvii, 3. 


This discussion is confined to abdominal pene- 
trations seen in civilian practice and due to a knife 
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or bullet. Practically all such wounds are made at 
close range. 

Two types of cases are considered: one in which 
the abdomen is penetrated directly through the 
parietes (in these the diagnosis is apparent), and 
the other in which the penetration is indirect, the 
condition being only surmised from indefinite 
abdominal signs until laparotomy is performed. 

Significant signs usually present are: haemateme- 
sis, suggesting a stomach or duodenal injury; 
melena, indicating an intestinal lesion; bloody 
urine indicating vesical or genito-urinary tract 
involvement; the escape of characteristic fluids 
from the wound; and the protrusion of omentum 
or intestine. 

Shock and hemorrhage are practically always 
present. Persistence of the former usually indicates 
the latter, which is suggested also by pallor, thirst, 
a thready pulse, and a clammy skin, and some- 
times by shifting areas of dullness in the flanks. 

The author classifies these cases into five groups: 

1. Perforating wounds without intra-abdominal 
injury. Wounds of this type are rare. Uneventful 
recovery follows. 

2. Hemorrhage in the absence of visceral lesions. 
This is practically always present and is directly 
dependent upon the severity of the laceration and 
the parts involved. 

3. Perforations of hollow viscera. In general, 
the intensity of the symptoms and the clearness of 
the physical findings are almost in direct ratio to: 
(1) the duration of the condition; (2) the amount 
and virulence of the liberated intestinal contents: 
and (3) the amount of bleeding in the abdominal 
cavity. Persons with such injuries early show signs 
of shock, abdominal tenderness, and rectus spasm; 
later, these signs are gradually overshadowed by 
the increasing manifestations of peritoneal irrita- 
tion. 

4. Injuries to the solid organs. Such injuries not 
complicated by lacerations elsewhere are very 
unusual; the mortality depends upon the possibility 
of controlling the hemorrhage, which is generally 
profuse. 

5. Massive hemorrhage. Persons with massive 
hemorrhage are practically moribund when they 
enter the hospital and most of them die within a 
few hours. 

A gunshot or stab wound of the abdominal wall 
is a sufficient indication for immediate exploratory 
laparotomy. The incision should be large and so 
placed that it most effectively brings into view all 
the supposedly involved viscera. 

Solid organs are packed or, when possible (spleen, 
kidney, ovary, uterus) are removed if the hemor- 
rhage cannot be controlled; sutures tear through 
and tend to aggravate the condition. 

Perforations of hollow viscera are closed with 
absorbable sutures. Resection is indicated for: 
(1) multiple wounds within a space of 12 or 18 in., 
(2) large tangential wounds, (3) injury of the mes- 
enteric border, (4) gross injury to the blood supply, 
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and (5) cases in which closure would cause a definite 
obstruction. 

A peritoneal cavity free from blood and intes- 
tinal contents can be left without a drain, but con- 
tinued oozing and the obvious presence of intes- 
tinal material necessitate very free drainage. 

An immunizing dose of tetanus antitoxin js 
given when the patient enters the hospital. He js 
then placed in a warm bed. Morphine is withheld 
until a diagnosis is made. After operation, mor- 
phine with atropine is administered generously 
and retention enemas of glucose and whisky are 
given. Paralytic ileus should be recognized early 
and vigorously combated. The diet should be 
increased as rapidly as possible and the patient 
gotten out of bed as soon as he is physically able. 

The prognosis depends upon the structures 
involved, the amount of material which has escaped 
from the hollow viscera, the amount of hemorrhage, 
and the time which has elapsed since the injury. 

C. Corsin YANCEY, M.D. 


The Diagnosis of Obscure Chron- 


Ransohoff, J. L.: 
Am. J. M. Sc., 1923, 


ic Abdominal Conditions. 
clxv, 202. 


The exploratory laparotomy is falling into the dis- 
card; also gastro-enterostomy done in the absence of 
a demonstrable lesion in the stomach. In the latter 
case, the true cause of trouble, the gall-bladder or 
appendix, is often left and continues to cause symp- 
toms suggesting ulcer. Moynihan has designated this 
condition “appendix dyspepsia.”” There are no defi- 
nite attacks of pain, and the pain is less severe than 
ulcer pain. Instead of food relief there is increased 
distress after food and after exercise. Vomiting is fre- 
quent. Flatulence and heartburn are the most dis- 
tressing symptoms. In a few cases there is vomiting 
of blood due probably to minute toxic ulcers or 
erosions in the stomach. Superficial rigidity of the 
right rectus muscle without localized pain, or epigas- 
tric pain produced by deep pressure over McBurney’s 
point is an important sign. 

Reflex symptoms from the appendix or gall-blad- 
der may cause pyloric spasm leading to gastric stasis 
and hyperacidity, toxemia, cecal stasis, irregularities 
in micturition, or cardiac disturbances. Reflex epigas- 
tric pain is common. Removal of a grossly normal 
appendix often clears up the symptoms. 

Mechanical interference such as that caused by 
adhesions around the gall-bladder may embarrass 
gastric movements. Pericecal adhesions may cause 
intestinal stasis. The correct diagnosis may be 
established only by the occurrence of definite appen- 
dicular symptoms. Asingle seriesof X-ray examina- 
tions is often misleading. Frequently the appendix is 
diseased first, this condition being followed by asso- 
ciated disease of the stomach and gall-bladder. The 
X-ray is of doubtful value except to rule out an 
actual gastric lesion. 

Cholecystitis may be present without pain. In 
some cases complaint has been made only of a back- 
ache between the shoulders. 
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Epigastric hernia may produce similar symptoms 
but is very rare. It may cause vomiting or acute 
pain but rarely chronic invalidism. 

Of 150 patients given a routine Wassermann test, 
twenty-four had a positive reaction, and of the latter, 
six had undergone abdominal operations without 
benefit. The condition is often congenital lues. 

Caror E. Jameson, M.D. 


Laewen, A.: Segmental Localization of Pain 
Through Paravertebral Novocaine Injections 
as a Differential Diagnostic Method in Intra- 
Abdominal Disease (Ueber segmentaere Schmerz- 
aufhebung durch paravertebrale Novocaininjek- 
tionen zur Differentialdiagnose intraabdominaler 
Erkrankungen). Muenchen. med. Wchnschr., 1922, 
Ixix, 1423. 

In ninety cases of abdominal pain Laewen gave 
paravertebral injections of novocaine in order to 
determine the segmental localization of the pain. In 
gall-stone colic the injection of 10 c.cm. of a 2 per 
cent solution over the tenth dorsal nerve abolished 
the pain. The procedure proved valuable in both the 
diagnosis and the treatment. 

It was found that in gastric cases an injection 
over the seventh dorsal nerve greatly alleviated the 
pain of pyloric ulcer. Renal colic was influenced by 
injection over the first and second lumbar nerves. 
Appendix pains were influenced by injection of the 
first and second lumbars, but not with certainty and 
not completely. The muscle spasm disappeared 
with the pain. Kappis (Z). 


Sante, L. R.: Pneumoperitoneum as an Aid in 
the Diagnosis of Subdiaphragmatic Condi- 
tions. J. Am. M. Ass., 1923, Ixxx, 464. 


Since pneumoperitoneum was first used as an aid 
inroentgen-ray diagnosis, much has been done to sim- 
plify the technique and a great deal of investigation 
has been carried out to determine the full possi- 
bilities of the method. While its application to the 
diagnosis of subdiaphragmatic conditions is not as 
wide as for that of conditions in other regions of 
the abdomen, subdiaphragmatic lesions being lim- 
ited, the information it gives is often decisive. 

Sante reports the case of a young man who was 
admitted to the hospital with chills, a high tem- 
perature, and pain in the back. A perinephritic 
abscess which was found on physical examination 
was incised and drained. The temperature then fell 
to normal. Drainage continued to decrease and at 
the end of the seventh day had practically ceased. 
On the seventh day the temperature again rose sud- 
denly and there were chills and profuse perspiration. 
Both physical and roentgenographic examinations 
revealed a moderate collection of pleural fluid and 
immobilization of the diaphragm on the affected 
side. All of the symptoms suggested involvement 
of the subdiaphragmatic space. Examination by 
pneumoperitoneum, however, proved that the sub- 
diaphragmatic space was not involved, and a simple 
thoracotomy resulted in cure. The information 


given by pneumoperitoneum therefore guided the 
surgeon in his choice of operative procedure and led 
him to perform a much less formidable operation 
than at first seemed indicated. 

Pneumoperitoneum may be of decisive aid also in 
cases of cardiospasm of the lower end of the cesopha- 
gus, adhesions of the viscera to the diaphragm, and 
hernia of hollow viscera through the diaphragm. 

GeorceE E. M.D. 


Caucci, A.: Retroperitoneal Cysts (Delle cisti 
retroperitoneali). Arch. ital. de chir., 1922, vi, 481. 


Retroperitoneal cysts develop in the retro- 
peritoneal space or connective tissue of the abdomin- 
al cavity. Cysts of partially or completely retro- 
peritoneal organs such as the kidney, suprarenal 
capsule, and pancreas, are excluded. Sessile or 
pedunculated cysts may be propagated into the 
retroperitoneal space from the organs mentioned 
and others, but the majority occur in the connective 
tissue or in small structures in the connective tissue, 
such as the blood vessels, lymphatics, an aberrant 
portion of the suprarenal capsule or pancreas, or 
an undescended testis. 

Caucci classifies such cysts as follows: 

1. Epithelial cysts: (1) ectodermic origin (der- 
moid); (2) mesodermic origin (Wolffian body); 
(3) endodermic origin (enterocysts); (4) embryonal 
(teratoma). 

2. Lymphatic cysts: (1) simple (serous and 
chylous); (2) lymphangiomatous. 

3. Pseudocysts: (1) hamatomatous; (2) serous; 
(3) urinary; (4) pancreatic; (5) inflammatory; 
(6) neoplastic. 

4. Parasitic cysts. 

Echinococcus retroperitoneal cysts are rare and 
of less importance than congenital cysts. They 
may be propagated from the pancreas, kidneys, 
muscles, vertebral column, etc. 

The author reports the case of a man 62 years of 
age who had had enlargement of the abdomen for 
a long time. There was a distinct tensely fluctuant 
swelling in the left epigastrium and flank. Bowel 
inflation, stomach analysis, and X-ray and urine 
examinations led to a diagnosis of retroperitoneal 
cyst. At operation the cyst was found lying above 
and behind the splenic flexure of the colon and forc- 
ing the small bowel into the right side of the 
abdomen. Five liters of turbid fluid containing 
flocculent material were withdrawn from the cyst. 
The thick cyst wall was freed from the colon, 
diaphragm, parictal wall, and kidney. The supra- 
renal capsule was not seen. The portion of the 
cyst wall overlying the aorta was left intact and 
the entire cavity marsupialized to the abdominal 
opening. The cavity healed in eight months. 

Speep, M.D. 


Collins, A. W.: Migratory Tumors of the Abdomen. 
N. York M. J. & Med. Rec., 1923, cxviii, 65. 


References in the standard textbooks and current 
literature to aberrant or wandering tumors of the 
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abdomen are few. The earliest case found in the 
literature was reported in 1860. With one exception, 
all cases reported were those of women. Campbell 
and Ower described a tumor removed from a man 
69 years of age. This growth had been noticed for 
twenty-five years and at operation was found to be 
free from any attachments. Its surface had the 
glistening appearance of a fibroid, and on cut sec- 
tion the center was found to be calcareous and the 
surrounding tissue contained no vessels, cells, or 
nuclei. 

The vast majority of the other tumors reported 
were found in women not operated upon previously. 
The growths were fibroids or ovarian cysts which 
had become detached and remained free in the 
abdominal cavity or had formed new attachments. 


In one case reported a fibromyoma of the abdom- 
inal wall, evidently due to re-implantation at the 
time of operation, was found ten years after a 
hysterectomy for fibromyoma. Two cases of this 
type of tumor are reported by the author. In the 
first the tumor was attached to the colon and neces- 
sitated resection of a portion of the colon. The 
microscopic examination showed it to be a leiomy- 
oma similar in structure to a tumor of the uterus 
removed four years previously. In the second case 
five encapsulated tumors were removed from the 
anterior abdominal wall. Microscopic examination 
showed them to be cystadenomata. A previous 
operation had been done on this patient for the 
removal of a papillary cystadenoma of the right 
ovary. I. E. BisHkow, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Park, E. A.: Certain Factors Causing the Deposi- 
tion of Lime Salts in Bone. Dental Cosmos, 1923, 
Ixv, 176. 

Marked and typical rachitic lesions have been 
produced in rats by the use of diets high in calcium 
and low in phosphorus. Photomicrographs of bone 
recovered from rats given treatment after the pro- 
duction of rachitis show almost complete recovery. 

The treatment employed in the experiments was 
the well-established use of cod liver oil and sunlight. 
It was found that starvation also increased the 
amount of lime salts deposited in rachitic bones, 
a fact explained by the assumption that the starving 
animal draws upon its body tissues for food, thus 
consuming its carbohydrates, protein, and fat and 
liberating the amount of phosphorus necessary for 
normal bone anabolism. 

Roentgenograms of two of a set of quadruplet 
children demonstrated clearly the value of cod liver 
oil and actinotherapy (the ultraviolet quartz lamp). 
One of these children, at the age of fourteen months, 
was given cod liver oil for six weeks before the X-ray 
pictures were taken, while the other was given none. 
As a result a striking difference was noted in the 
bones of the forearms of the two children, the child 
given cod liver oil having fairly dense bones while 
its twin showed marked typical rickets. Roent- 
genograms of the forearm of another baby (aged six 
months) showed a definite increase in the deposition 
of lime salts four weeks after treatment with the 
quartz lamp. 

Emphasis is laid upon the advisability of includ- 
ing a considerable amount of green food and milk in 
the diet of the pregnant woman and of the impor- 
tance of giving babies cod liver oil and exposing them 
to direct sunlight and fresh air. Mention is made of 
the fact that ordinary window glass filters out the 
radiation of the sunlight which prevents and cures 
rickets. Dennis W . Crite, M.D. 


Bloodgood, J. C.: Bone Tumors; Sarcoma, Perios- 
teal Group, Sclerosing Type, Osteogenic, Meth- 
ods of Diagnosis and Treatment. J. Radiol., 
1923, iv, 46. 


In cases of bone tumor amputation should be done 


without delay if a permanent cure may be expected | 


from it. 

On the basis of the X-ray picture the author 
divides bone lesions into two main classes: (1) the 
central, and (2) the periosteal. 

When the evidence is strongly in favor of a malig- 
nant process no exploration is necessary if the 
decision is made to treat the case with radium and 
the X-ray. If amputation or resection is contem- 
plated, expectant treatment diminishes the possibil- 
ities of cure. 

The number of cures of periosteal sarcoma after 
amputation is relatively small. 

The author cites a case of sarcoma involving the 
inner and upper end of the tibia, giving the detailed 
clinical history, X-ray interpretation, and treatment. 

He emphasizes the importance of investigating 
localized pain in the region of a joint or bone by 
means of the X-ray. This should include not only 
the area of pain, but also the corresponding bone or 
joint. A case of sclerosing osteogenic sarcoma is 
reported in detail. 

The author recommends the examination of speci- 
mens removed at exploration by means of Terry’s 
polychrome methylene blue, and urges the perfection 
of frozen-section study of specimens. 

Maurice BernsTEIn, M.D. 


Kaufmann, C.: Sprains of the Large Joints of the 
Extremities (Die Verstauchung der grossen Ex- 
tremitaetengelenke). Schweiz. med. Wchnschr., 1922, 
lii, 737, 776. 


Wrist. Sprain of the wrist is the most common 
sprain of the upper extremity and the second most 
common of all sprains. The author agrees with 
Bardenheuer that the chief injury is sustained by 
the joint capsule. This is stretched much more often 
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than it is torn. In discussing the symptoms the 
author emphasizes particularly the facts that pres- 
sure is only slightly painful or not painful at all, 
and that closure of the fist is little disturbed when 
the hand and forearm are placed upon the table. 
An effusion into the joint is almost always present, 
but as this occurs also in fractures. a fracture must 
be excluded by roentgen examination. In rupture or 
separation of the epiphysis, which is much less com- 
mon, an effusion is not present, the swelling is less, 
and the pain is rapidly relieved by rest but increased 
by massage. The possibility of the presence of 
previous changes in the wrist must be borne in 
mind, particularly a fracture of the radius (Made- 
lung’s deformity) and chronic tuberculosis. The 
roentgenog am will give information regarding both 
of these conditions. Acute inflammations more 
rarely cause diagnostic difficulties. 

The prognosis is good; when proper treatment is 
given ankylosis seldom occurs. The development 
of tuberculosis does not result from a sprain, but 
a sprain frequently lights up a previously latent 
tuberculosis. The treatment consists of massage 
and the application of a warm, moist dressing until 
the effusion and the swelling disappear. In cases of 
old distortions the massage should be begun slowly. 
Work should be resumed as soon as possible, but 
delicate work should be prohibited for a longer 
time. In the author’s opinion the application of a 
plaster cast is not justified, and the effect of the 
“wrist band” is often over-estimated. 

Elbow. Sprains of the elbow are rare. In this 
condition also, stretching of the joint capsule without 
complete tearing is the chief injury. The author has 
never seen ruptures of the joint ligaments and 
muscles in a case of simple strain. Frequently 
deformities due to fractures in childhood were 
present before the accident causing the sprain. 
Previously present arthritis deformans and tuber- 
culosis may give rise to diagnostic errors. Occa- 
sionally arthritis deformans is found in strong 
laborers of middle age without symptoms. 

The prognosis is favorable. Healing requires 
about three weeks. The treatment consists of rest 
in bed for several days with the arm on a pillow or 
in extension, followed by massage. Ambulatory 
——— with a triangular arm sling is not advis- 
able. 

Radiohumeral and radio-ulnar articulations. 
Sprains of the radiohumeral and radio-ulnar joints 
are rare. Usually there is severe pain immediately 
after the accident, and pronation and supination 
are painful. The treatment consists in the applica- 
tion of compresses followed later by massage. In 
the author’s opinion the recently described epi- 
condylitis is the result of repeated sprains of these 
joints, and not rarely an occupational injury. 

Shoulder. Sprains of the shoulder joint constitute 
from one-eighth to one-fifth of the sprains of the 
upper extremity. The causes are practically the 
same as those of luxations. Not rarely, changes in 
the joint caused by acute articular rheumatism and 


partial ankyloses due to previous injuries or chronic 
deforming processes were present before the sprain. 
In all new cases an examination should be made for 
atrophy of the deltoid muscle, changes in the other 
shoulder, joint crepitation, and partial ankyloses. 
Tuberculosis may be fairly latent for a long time 
and suddenly become acute as the result of a sprain. 

With the proper treatment, the prognosis is 
favorable. Treatment with the triangular arm sling, 
as generally practiced, and liniments are decidedly 
contra-indicated. Every patient with a sprain of the 
shoulder should be kept in bed until active elevation 
and abduction of the arm to the fullest extent are 
possible. The upper arm should be raised to the level 
of the shoulder and placed on pillows in abduction. 
Massage should be begun on the third day. In 
cases of old ankyloses and those which have been 
massaged for a long time, treatment by extension in 
bed may be successful. ; 

Foot. Sprains of the foot are the most common of 
all sprains. In the majority of cases the individual 
ligaments are stretched; complete ruptures are rare. 
The severe pains are caused by the effusion of blood 
into the tense ligaments. In general, bone avulsions - 
are unusual in sprains, but a fracture of the external 
malleolus should be sought for. 

In fresh distortions, the best treatment is imme- 
diate massage. This generally relieves the pain at 
once by distributing the effused blood. After the 
massage a compression bandage should be applied, 
and over this moist compresses. Bed rest is neces- 
sary. The patient may be allowed to leave his bed 
only when pain is no longer present in the morning. 
He may return to work in three to five weeks. 
Cases a few days old and showing marked swelling 
generally require bed rest with elevation for two 
days. They should then be treated in the same way 
as fresh cases. 

Knee. Sprains of the knee joint constitute about 
16 per cent of all sprains and 28 per cent of the 
sprains of the lower extremities. Here again a 
complete avulsion or rupture of the ligaments 
occurs only in the most severe sprains; usually the 
injury is a stretching and partial tear. The injury 
of the meniscus constitutes an injury in itself and 
as a rule is not associated with a severe sprain. 
The cause of the sprain is any exaggeration of mo- 
tion occurring normally in the knee. Any of the 
ligaments may be affected. 

These injuries to the ligaments are frequently 
visible in the roentgenogram. Injuries of the 
lateral ligaments can be palpated directly. The 
diagnosis can be made if fractures can be excluded 
by the roentgenogram and injuries of the meniscus 
excluded by the history. Early aspiration is valu- 
able in the diagnosis. An effusion of blood indicates 
a fresh injury; the admixture of fat droplets, a 
fracture; and a clear or predominantly serous 
effusion in the first few hours in addition to other 
signs such as thickenings of the joint capsule, 
atrophy of the quadriceps muscle, etc., a previous 
disease. The history is of little aid as chronic 
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inflammation of the knee joint often has little effect 
on the functional capacity. 

The prognosis depends first on the proper treat- 
ment. In cases of slight genu valgum the course is 
usually not disturbed, but when there is marked 
genu valgum it is retarded. Not rarely, a deforming 
arthritis results after the sprain, but if the joint was 
previously healthy, this heals after a time; a marked 
aggravation of a previously present arthritis de- 
formans as a result of sprain is rare. Ambulatory 
treatment of a fresh sprain of the knee should be 
discountenanced. The patient should be kept in 
bed until movement has become approximately 
normal. The effusion should be aspirated on the 
inner side of the knee with a cannula 3 mm. thick. 
The joint should be completely emptied. After the 
aspiration a warm, moist compress should be ap- 
plied. If,necessary, the aspiration may be repeated. 
After the cessation of the first pains, careful active 
exercises and massage should be begun, particular 
attention being paid to the quadriceps muscle. If 
the patient is not allowed to get up until the return 
of approximately normal function he should walk 
energetically and with a fully extended knee without 
the aid of crutches. 

As a rule, a complete cure results in three to six 
weeks; if this is not the case, serious lacerations of 
the ligaments or an arthritis deformans will usually 
be found. In fresh cases of this kind, motion should 
not be begun before four weeks, and extensive mo- 
tions must be avoided. Limitation of motion per- 
sisting longer than one year after severe distortions 
is usually permanent. In chronic hydrops, aspira- 
tion should be done and a careful search made for 
tuberculosis. This should be followed by a few days 
of rest with the application of compresses and treat- 
ment with energetic massage and movement; only 
in very rare cases was the author compelled to 
resort to irrigation with carbolic solution. In 
arthritis deformans, massage is advisable as long as 
the excursion of the motions improves; this condition 
often heals after a time if the patient is not too old. 

Hip. Distortions of the hip joint are rare. The 
author has not as yet seen a definite case. In young 
persons there is usually a tearing of the epiphysis 
of the head or its complete separation, while in 
older persons there is arthritis deformans. The 
treatment consists of rest in bed for three weeks 
with the leg in extension. Deus (Z). 


Volkmann, J.: So-Called Crepitation of the Scap- 
ula (Ueber das sogenannte Scapularkrachen). 
Klin. Wehunschr., 1922, i, 1838. 

In the vast majority of cases of crepitation of the 
scapula the condition is due to overhanging of the 
tumefied shoulder blade or small exostoses at its 
upper angle. Induration in the muscles (Jastram) 
and the appearance of pseudo-burse mucose 
(Kuettner) are usually secondary. When the an- 
omalies are slight, as is frequently the case, the 
development of crepitation is dependent upon the 
simultaneous presence of other changes such as 
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those resulting from trauma, scoliosis, or tuberculo- 
sis (shrinking processes in the pleura and lungs). 

In severe cases the treatment should consist in the 
chiselling or clipping off of any bony prominences 
through a longitudinal incision at the inner border 
of the shoulder blade or through a curved incision 
at the inner upper angle. Muscle plastics (Lotheisen, 
Mauclaire) may be followed by recurrences. In 
the cases of patients who dread operation, treat- 
ment by bandages may be considered. 

Four cases are reported. In the one which was 
treated successfully by operation two bony cleva- 
tions were found at the inner upper edge of the 
shoulder blade, close to its angle. The largest, 
which was the size of a pea, produced a noise by 
gliding over the second and third ribs. In the three 
other cases, in which operation was refused, the 
condition persisted. STETTINER (Z). 


Kappis, M.: Snapping Shoulder and Voluntary 
Dislocation of the Shoulder (Schnappende 
Schulter und willkuerliche Schulterverrenkung). .{ rch. 
f. orthop. u. Unfall-Chir., 1922, xx, 555. 

In the author’s opinion most voluntary disloca- 
tions of the shoulder are cases of so-called ‘snapping 
shoulder,” in which there is no dislocation, but the 
head of the shoulder is drawn with a snapping sound 
forward or backward under a stretched muscle 
bundle of the deltoid. This displacement is produced 
by isolated contraction of the muscles of the upper 
arm and shoulder blade or of the upper arm and 
breast. 

Kappis collected thirteen cases. The shoulder 
snapped backward in ten and forward in two. One 
boy was able to snap his shoulder either forward or 
backward. In no case was any disease of the shoul- 
der joint found. In many instances laxness of the 
capsule is assumed, but in the author’s opinion this 
is not necessary for the abnormal movements as the 
capsule and peri-articular soft parts normally allow 
sufficient room for play. 

As a rule, treatment is unnecessary as this condi- 
tion usually occurs in young persons in whom it dis- 
appears spontaneously in the course of years. ‘True 
voluntary dislocations undoubtedly occur, but they 
are rare and indicate the presence of a marked 
change in the joint. In conclusion the author states 
that a sort of snapping may be produced by a condi- 
tion in which the normal movements of the joint are 
inhibited by an intra-articular or extra-articular 
cause (catching of the greater tuberosity in a cleft 
between the short head of the biceps and the coraco- 
brachialis muscle). Batscu (Z). 


Satta, F.: Operative Treatment of Supracondylar 
Fracture of the Humerus in Children (Su! 
trattamento operativo delle fratture sopracondi- 
loidee dell’ omero nell’ eta infantile). Chir. d. organi di 
movimento, 1922, vi, 689. 

The author accepts Kocher’s flexion and extension 
classification of supracondylar fractures of the hu- 
merus. He found only one flexion fracture in twenty- 
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two cases of children under 12 years of age. These 
elbow fractures caused by extension are equivalent 
to posterior elbow dislocations in the adult. Ana- 
tomical reposition is followed by functional recovery. 

The classical method of closed reduction is usu- 
ally successful, but the fact that the forearm can be 
brought to a right or an acute angle does not 
necessarily indicate that reduction has been ob- 
tained. A controlling skiagram is required. A 
moulded splint is preferable to a circular cast as 
the latter endangers circulation. The period of 
immobilization should be reduced to from eight 
to fourteen days, an average of ten days, and should 
be followed by active and passive motions until a 
full cure has resulted. 

Opponents of this treatment fear new bone 
formation in the extravasated blood or myositis 
ossificans. Ambulatory splints and skeletal traction 
are not well borne by children. 

Cubitus varus resulted in 25 per cent of the 
author’s cases, and in more than 5 per cent a late 
operation was done. In many cases the posterior 
and medial displacement of the distal fragment 
cannot be corrected even under anesthesia, open 
operation being therefore necessary. 

Six cases are reported. In some of them metallic 
fixation was used. KELLOGG SPEED, M.D. 


Ciaccia, S.: A Contribution to the Study of Rigidity 
of the Hand (Contributo allo studio della rigidita 
della mano). Chir. d. organi di movimento, 1922, vi, 
666. 


The author enumerates the various traumatic and 

inflammatory lesions of the hand resulting in 
rigidity. The success of treatment to overcome the 
rigidity depends on the céoperation of the patient. 
Hand rigidity is caused essentially by limitation of 
joint movement resulting from alterations in the 
articular cartilages and the capsular and other 
ligaments. Such rigidity differs from stiffness due 
to extra-articular causes in the muscles, tendons, 
and nerves. 
_ Lesions which cause finger rigidity are direct 
injuries, such as contusions, sprains, dislocations, 
and intra-articular fractures, and indirect injuries 
due to wounds of the soft parts of the hand and 
forearm, lesions of nearby joints and nerve trunks, 
prolonged inactivity, and severe and long-standing 
infections, especially those of a phlegmonous 
character. 

The author reports four groups of cases due to: 
(1) traumatic injuries with or without infection, 
(2) phlegmonous infections, (3) fractures of the 
forearm, and (4) unreduced fracture or cicatricial 
contracture. Ketiocc M.D. 


Camurati, M.: Coxa Plana and Tuberculous 

Osteitis of the Neck of the Femur (Coxa plana 

ed osteite tubercolare del collo femorale). Chir. d. 
organi di movimento, 1922, vi, 685. 

Che author reports a case of localized tuberculous 

osteitis of the neck of the femur in a 5-year-old child. 


The progress of the disease is shown by five skia- 
grams taken over a two-year period. Although the 


leg was immobilized, flexion and restricted abduc- / 


tion were obtained. There was shortening of 1 cm. 
The skiagrams, however, show coxa plana instead 
of shortening of the neck and a lessened neck angle. 
In 1909 Waldenstrom reported similar cases in 
which the healing of localized tuberculous osteitis 
of the femoral neck appeared as coxa plana. 
KELLOGG SPEED, M.D. 


Haas: Angiomata of the Capsule of the Knee Joint 
(Ueber Gefaesstumoren det Kniegelenkkapsel). 
Deutsche Zischr. f. Chir., 1922, cxxliii, 130. 


The author had occasion to operate on two cases 
of hemangioma of the capsule of the knee joint in 
which the history and findings were in marked 
variance with each other and for this reason allow 
far-reaching conclusions regarding the prognosis and 
treatment of the condition. 

The first case was that of a 30-year-old man who, 
since his fifth year, suffered with painful swelling 
of the knee joint which, under the diagnosis of 
tuberculosis, was treated for years by the applica- 
tion of a plaster cast. The patient came under the 
author’s care in his twenty-third year. There was 
then an effusion into the joint and the knee could not 
be extended completely. Crepitation in the joint 
was noted but no palpable tumor. The roentgeno- 
gram was negative. There were extensive varices 
on the leg and in the popliteal space. 

Operation revealed large varices in the fascia and 
the fibrous capsule. The joint was filled with 
angiomatous masses which covered the synovia 
everywhere. The cartilage and bones were intact. 
After the removal of these masses, healing with 
complete function resulted. 

After two years, the same symptoms recurred. 
At the age of 30 years the patient again requested 
treatment. Examination revealed moderate effusion 
in the knee, varicose veins, and muscular atrophy 
of the leg. The roentgenogram disclosed bone 
changes. 

Operation showed the spread of the recurrence to 
the jointends. The joint was again filled with angi- 
omatous masses, the patella was completely denuded 
of cartilage, and the tumor had ruptured into the 
bone and the condyles of the femur. After a careful 
excision of the angioma, during which a cavity was 
found in the tibia, and after removal of the capsule 
of the joint with all the recesses, the bony portion 
of the joint was resected. Good consolidation and 
cure resulted. The histologic report was capillary 
and precapillary angioma of the synovial membrane. 

The second case was that of a 22-year-old girl 
who, since the time of her birth, had had several 
small red tumors below the left knee which gradually 
grew to the size of a bean. One of these was extir- 
pated five years previously, but a recurrence which 
caused marked symptoms on walking developed 
immediately. At the time of the examination by the 
author a moderately movable, very sensitive tumor, 
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the size of a walnut, was felt under the cicatrix above 
the patella on deep palpation, and below it, in an 
area as large as the palm of the hand, a number of 
small, bluish, movable tumors. Motion of the joint 
was very painful. On roentgenoscopic examination 
nothing pathologic was found. 

After the extirpation of the small tumors, the 
larger tumor was exposed. This fibrous growth, 
infiltrating the capsule, had proliferated through 
the fibrous capsule of the joint and invaginated the 
synovial membrane inward. A portion of the joint 
capsule measuring 8 by 4 cm. was resected. The 
rest of the joint was normal. 

Healing occurred and there was no recurrence for 
nine months. The pathologist reported a system of 
thin-walled, communicating, blood-filled cavities 
enclosed by firm connective tissue and penetrated 
by thick-walled] blood vessels, i.e., a cavernous 
angioma. 

In both cases the notable feature was the severity 
of the symptoms. In 1921, the tumor in the first 
case showed a pronounced destructive tendency by 
attacking the cartilage and bones, but in 1914 this 
tendency had not yet developed. In the second case 
the circumscribed tumor of the capsule was about 
to rupture into the bones. Both tumors were con- 
genital and, according to Ribbert, should be inter- 
preted as due to disturbances in fetal develop- 
ment. 

The diagnosis of the non-palpable tumor is 
difficult, especially its differentiation from tuber- 
culosis. According to Gangolph and Sabourant, an 
important diagnostic sign is the difference in the 
circumference of the hanging and the suspended 
knee. In the roentgen picture the absence of atrophy 
of the bone suggests the absence of tuberculosis. In 
cases of circumscribed tumors the prognosis is 
favorable as regards function, even though large 
sections of the capsule must be resected. Laewen 
covered the defect in such a case by free trans- 
plantation of fascia. In cases like the first one 
described radical relief can be given only by resection 
of the joint and extirpation of the entire tumor 
tissue. JANSSEN (Z). 


Hellstroem, J.: So-Called Osteochondritis Dis- 
secans of the Knee Joint (Beitrag zur Kenntnis 
der sog. Osteochondritis dissecans im Kniegelenk). 
Acta chirurg. Scand., 1922, lv, 190. 


Koenig, who established osteochondritis dis- 
secans as a Clinical entity, denied its traumatic 
etiology. A definite solution of the problem of its 
etiology has not yet been reached. The author 
reports several cases as follows: 

Case 1. The patient was a girl, 18 years old, who 
fell on her left knee five years previously. This 
accident caused no swelling and she was not con- 
fined to bed; pain was only occasional. Subse- 
quently repeated locking of the joint occurred and 
crepitation was noted on motion. The roentgeno- 
gram revealed a small round splinter of bone at the 
inner condyle of the femur. 
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A median arthrotomy was done but no free joint 
bodies could be found. The anterior portion of the 
median meniscus was compressed and in shreds, and 
was therefore extirpated. Histologic examination 
showed fibrous atrophy. As the symptoms remained 
unchanged after this operation, another roentgeno- 
gram was made. This revealed a broken-off piece of 
bone. A second operation exposed a piece of carti- 
lage as large as a thumb-nail at the inner condyle of 
the femur, which was separated from the rest of the 
cartilage by a slight groove. The ‘‘sequestrum” 
was removed but showed no histologic peculiarities. 
After the second operation there were no further 
symptoms. 

Case 2. A laborer, 25 years old, complained of 
locking of the left knee which had occurred for one 
year. There was no history of trauma. Marked 
effusion in the knee was found. X-ray examination 
showed a small piece of bone separating at the inner 
condyle of the femur. Operation revealed a small 
cavity in the inner condyle which was filled with a 
number of pieces of cartilage and bone. The pieces 
of bone were removed but appeared normal on 
pathologic examination. A complete cure resulted. 
At a subsequent X-ray examination an entirely 
similar condition was seen in the right knee joint. 

Case 3. A laborer, 23 years old, had noticed the 
protrusion of a hard body on the inner side of the 
right knee joint for eight days. There was no trauma 
and no locking. The joint mouse was demonstrable 
only in the roentgenogram. A corresponding deiect 
was apparent on the inner condyle of the femur. 
The joint mouse was removed by operation. 

Case 4. A laborer, 25 years old, fell on his left knee 
six years previously, but only recently had become 
unable to extend the knee completely. A distinct 
focus was found on the outer condyle of the femur. 
No pathologic lesion was discovered at operation. 
The findings of a subsequent X-ray examination 
were the same, but there were no symptoms. 

Case 5. A laborer, 19 years old, had had stiffness 
of the right knee for a year. A scaly roughness on 
the posterior aspect of the patella was noted on 
X-ray examination. Operation revealed a small piece 
of cartilage and bone separating at this point. 
Histologically, the specimen proved to be bone 
surrounded by degenerating cartilage. 

This disease occurs most often in males in the 
third decade of life, chiefly laborers. Its most 
frequent localization is the medial condyle of the 
femur. No case in which it was localized on the 
articular surfaces of the tibia has been reported. 
Occasionally both knee joints are involved. The 
condition occurs also on the head of the humerus 
and the head of the second metatarsal bone. An 
injury is often mentioned in the history, but just 
as often no trauma is remembered. 

The symptoms vary markedly. Occasionally 
the disease is discovered only accidentally. Pain 
on extension of the knee is a common symptom. 
If the joint body has been cast off, the symptoms of 
a joint mouse are those most prominent. According 
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to Kirschner, joint locking may occur before the 
joint mouse is cast off and often is due to injury 
of the meniscus. 

The condition is usually revealed in the roent- 
genogram and on direct inspection of the opened 
joint, but in some cases it may be overlooked even 
when the joint is opened. The roentgenogram is 
very characteristic. The cast-off piece of bone lying 
in the depression resembles an egg lying in a bird’s 
nest. After the piece of bone has separated, the 
depression in the joint contour indicates the original 
site. 

In numerous cases no_ pathologic-anatomical 
changes have been found in the joint cartilage; 
occasionally, a difference in the color of the cartilage 
is the only sign of the disease focus. Shortly before 
the separation the surface still adherent to the bone 
is covered with granulation-like tissue which usually 
contains the remains of bone. When the separation 
is complete the joint mouse becomes surrounded 
by cartilage. In the early stages the cartilage is 
histologically normal, but later the cartilaginous 
necrosis constantly increases; the bone is nearly 
always necrotic. There are no signs of inflammation. 
It is incorrect to draw far-reaching conclusions re- 
garding the etiology from the histologic examination 
as the stage of the process in any particular case is 
not known. 

Undoubtedly osteochondritis dissecans plays an 
important part in the origin of free joint bodies. 
The author reviews the various theories in detail, 
particularly those of Barth. In Hellstroem’s opinion, 
it is significant that on extreme flexion of the knee 
joint the patella meets with the lateral portion of 
the medial condyle of the femur, just at the site 
where osteochondritis dissecans generally appears. 
A blow reaching the patella in this position must be 
transmitted immediately to the femoral condyle. 
In contrast to Barth, Kappis assumes that sponta- 
neous healing may occur occasionally. Hellstroem 
agrees with this view on the basis of his fourth case. 
The process may be latent for years. Hellstroem 
attaches no importance in the traumatic etiology to 
a single severe trauma. Rather is he inclined to 
regard repeated slight traumata as responsible, since 
in the beginning there is usually only a partia! 
separation. Slight traumata are often forgotten and 
therefore are not mentioned in the history. Ludlofi’s 
conception is to be rejected as osteochondritis 
occurs also at sites where no end-artery has been 
demonstrated. The author warns against applying 
the findings of Axhausen’s experimental investiga- 
tions too readily to conditions in human joints. 

In conclusion Hellstroem states that many cases 
are overlooked even at operation as the average 
surgeon does not know the peculiarities of this 
disease. An important etiological factor, he believes, 
is an incomplete fracture caused by the pressure 
of the patella against the condyles of the femur. 
In some cases this may occur in a condyle of the 
femur and in others in the patella. As frequently 
the cartilage shows no fracture, it is to be assumed 


that, as it is elastic, it can withstand traumata 
see break the more delicate subcondral bone tra- 
cule. 

As a rule the treatment must be operative. Free 
joint bodies must be removed. If no symptoms 
have developed and if the process is discovered 
accidentally in a roentgenogram, there need be no 
hurry, but generally an operation will be necessary 
ultimately. In cases of beginning arthritis an im- 
mediate operation is indicated. It is wrong to wait 
in every case until a free joint body has formed. 
With regard to the technique of operation the author 
recommends the median or lateral parapatellar 
incision. In order to prevent a recurrence the still- 
adherent portions of the cartilaginous focus must 
also be removed. The depression in the articular 
surface should be smoothed with the curette and 
freed of granulations. A careful inspection of the 
articular surfaces is important. Filling of the defect, 
as with fat, is not necessary. Without operation, 
the prognosis is unfavorable as a secondary ar- 
thritis is usually superimposed. After operation 
the prognosis is good. 

An additional case is reported at the end of the 
article. The patient was a laborer 37 years old who 
had a slight effusion in the knee joint. There was 
no history of trauma. A small joint body was 
palpable in the lateral articular space, and in the 
roentgenogram a small splinter of bone was seen 
at the lateral border of the patella. At operation a 
small free joint body of cartilaginous substance was 
found. There was a corresponding slight depression 
on the outer femoral condyle and a fissure 0.5 
cm. long on the posterior aspect of the patella. This 
portion was lying loose. The histologic examination 
showed the joint body to be cartilage which had 
separated into fibers. This case is important because 
there was a simultaneous injury of the cartilage on 
the patella and that on the condyle of the femur. 

ScHuBert (Z). 


Bircher, E.: A Contribution to the Pathology 
(Arthritis Deformans) and Diagnosis (Arthro- 
Endoscopy) of Meniscus Injuries (Beitrag zur 
Pathologie—Arthritis deformans—und Diagnose der 
Meniscus-Verletzungen — Arthroendoskopie). Beitr. 
z. klin. Chir., 1922, Cxxvii, 239. 

The first 100 patients subjected to cartilage 
operations at the Canton Hospital of Aarau (cases 
reported by Baumann) almost without exception 
resumed their occupations within eight to ten weeks. 
In one-half of these cases a full restoration of func- 
tion could be assured two months after the opera- 
tion. Since the report mentioned, fifty additional 
cases have been operated on. As Baumann ascribed 
an unsatisfactory result in a few of his cases to the 
presence of arthritis deformans, it was important 
to determine whether or not the cause lay in the 
operation itself. A careful review, however, showed 
that the extirpation of the meniscus played a sub- 
ordinate part as the etiological factor in arthritis 
deformans. 
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Bircher undertook to approach the question from 
a pathological and anatomical aspect. In twenty of 
fifty cases of meniscus injury he removed a piece of 
cartilage, 1 to 2 cm. long and 1 cm. wide, from the 
outer edge of the lateral condyle of the femur. At 
the same time a careful X-ray examination was 
made. In nine of these twenty cases the X-ray 
examination showed definite arthritic changes. 
In three the findings were questionable. Histologic 
examination showed arthritis deformans in thirteen; 
in seven the tissue excised was normal. Of the 
twelve diagnosed by the X-ray as arthritic, eight 
were found on histologic examination to be normal, 
while of the eight shown to be free from arthritis by 
the X-ray examination, seven showed advanced 
histologic changes. Therefore, in fourteen cases (70 
per cent) the X-ray examination was of no value in 
the diagnosis with respect to arthritis deformans. 
Control examinations of postmortem specimens gave 
similar results. 

From these observations it is obvious that we must 
be very cautious in making a diagnosis of arthritis on 
the basis of an X-ray examination. Since in many 
cases avulsion of the meniscus was combined with 
arthritis, it must be assumed that the arthritis had 
been present before the injury, and the question 
whether arthritic changes predispose to meniscus 
injury must be considered. 

To make certain of the diagnosis, which it is 
generally difficult to do, Baumann made an endos- 
copic examination of the knee joint. The knee joint 
was filled with oxygen or nitrogen by means of an 
apparatus intended for the production of artificial 
pneumothorax. It was then punctured with a 
trocar whose cannula was provided with a valve. 
Through this cannula the laparoscope of Jacobaeus 
was introduced. Most of the interior of the knee 
joint could be seen by this method. Twenty cases 
were examined endoscopically. In eight of nine 
cases of meniscus injury the diagnosis was confirmed. 
The endoscopic examination regularly showed a 
picture differing from the normal. 

Arthro-endoscopy renders the joint visible and 
permits the recognition of degeneration. Its applica- 
tion to the shoulder joint, foot, and hip has been 
shown by experiments on cadavers to be impossible. 
Its use must remain confined to the knee joint. 
Tuberculous affections with destruction of the cartil- 
age and granulation tissue in the joint do not permit 
examination on account of the diminution in the size 
of the articular cavity. On the other hand, the 
method was effective in establishing the integrity of 
the internal aspect of the joint in a suspected case of 
incipient tuberculosis. Cotmers (Z). 


Camurati, M.: A Rare Case of Hereditary Symmet- 
rical Osteitis of the Lower Limbs (Di un raro 
caso di osteite simmetrica ereditaria degli arti in- 
feriori). Chir. d. organi di movimento, 1922, vi, 662. 


The author records skiagrams of a 7-year-old boy 
and his father who suffered from a condition involv- 
ing the femora and tibia which had a painful onset 
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and resulted in great bony thickness due to sym- 
metrical new bone formation. Similar changes were 
found also in the bones of other members of the 
family through four generations. The condition js 
characterized by localization in the bones of the 
leg, multiplicity of sites, hereditary character, 
symmetry, lack of suppuration, and a painful 
onset. 

In the author’s opinion the cause is either heredi- 
tary syphilis or Paget’s disease. Both the son and 
father mentioned had negative blood Wassermann 
reactions but the reproduced skiagrams are ap- 
parently those of syphilitic bone. 

KELLOGG SPEED, M.D. 


Weil, S.: Functional Testing of the Lower Ex- 
tremities with the Aid of Two Spring Balances 
(Funktionspruefung der unteren Extremitaeten mit- 
tels zweier Federwagen). Zentralbl. f. Chir., 1922. 
xlix, 1406. 


The normal person with a symmetrical body 
structure instinctively assumes such a position in 
standing that the center of gravity of the body is 
exactly over the sagittal midline of the supporting 
surface. If such a person is made to stand with 
each foot upon a spring balance, both scales will 
show the same weight. 

In every case of organic disease of one leg, the 
load upon that leg is instinctively diminished, 
either reflexly because of pain or for static reasons. 
Therefore by weighing with two scales the extent 
to which one leg is favored, the importance of certain 
deformities, the progress of the healing processes 
after injuries, and the success or failure of certain 
operations may be judged. 

The author cites the findings in pseudarthrosis 
of the femur, contractures at the hip and knee before 
and after treatment, coxitis, infantile paralysis, 
and sciatica. Kats (Z). 


Axhausen, G.: The Etiology of Koehler’s Disease 
of the Heads of the Metatarsal Bone (Dic 
Aetiologie der Koehlerschen Erkrankung der Meta- 
tarsalkoepfchen). Beitr. s. klin. Chir., 1922, cxxvi, 
451. 


In two resected specimens histologic examination 
showed wedge-shaped necrosis of the epiphysis in 
association with reparative processes. The author 
is opposed to the theory that the condition is due to 
trauma. He attributes it to embolic obstruction of 
the corresponding epiphyseal end-artery by tuber- 
culous fragments or fragments with non-virulent 
pyogenic cocci. The distal thickening of the shalt 
he believes is due to simultaneous, emboli in the 
metaphyseal arterial branches causing serous in- 
flammation of the bone. The local processes at the 
terminal joint in Koehler’s disease with secondary 
arthritis deformans are similar to the formation 
of free cartilaginous-bony bodies associated with 
secondary arthritis deformans in the other joints, 
but in the latter condition the traumatic etiology is 
evident. GRASHEY (Z). 
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FRACTURES AND DISLOCATIONS 


Lorenz, A.: A New Method of Treating Irreducible 
Acguired or Congenital Hip Dislocations. JN. 
Jork M. J. & Med. Rec., 1923, cxvii, 130. 


The author recommends his so-called bifurcation 
operation and reports the results he has obtained 
with it. He believes this operation is indicated 
especially for old ununited fractures of the neck of 
the femur, instability of the hip due to tuberculosis, 
acute infections, or acute arthritis, old painful 
congenital dislocation of the hip, and pathologic 
dislocation following typhoid, osteomyelitis, and 
other similar conditions. It gives a stable movable 
hip and is to be preferred to the Gant osteotomy. 

Lewin, M.D. 


Ashley, A. D.: The Lorenz Bifurcation Operation. 
N. Vork M.J.& Med. Rec., 1923, cxvii, 136. 


Although congenital dislocation of the hip, un- 
united fracture of the neck of the femur, and coxa 
vara luxans have a different etiology, the disturbance 
of function is similar in all three. In the author’s 
opinion conditions causing similar functional dis- 
turbances should have similar or identical treat- 
ment. 

In the three conditions mentioned the pelvis is 
no longer propped up by the bony pillars of the femur 
but is merely suspended at its upper parts by soft 
and yielding tissue—the capsule and the pelvi- 
trochanteric muscles. When subjected to undue 
strain, especially in adults of considerable weight, 
these soft parts become painful. 

The author describes the bifurcation operation, 
which consists in making an osteotomy below the 
trochanter and displacing the lower fragment so 
that it will occupy the position of the normal head, 
viz., the acetabulum. He emphasizes the point that 
the osteotomy is a procedure primary to the replace- 
ment of the substitute head. 

The indications for operation are inability to 
walk or severe pain. Ashley does not advise an 
operation for cosmetic reasons but states that the 
cosmetic results have been very good. 

The technique of operation is given briefly as 
follows: 

The patient is placed upon his unaffected side 
with the affected thigh slightly flexed. A longitud- 
inal incision about 10 cm. long is made through the 
skin and muscle, exposing the outer surface of the 
femur. A broad chisel is then applied to the bone 
so as to make an oblique line of fracture extending 
from the anterior aspect posteriorly and distally. 
The upper extremity of this cut correspond: to 
the upper level of the acetabulum. A complete 
osteotomy is performed. When the fracture is com- 
plete the lower fragment is manipulated as in the 
reduction of a congenital dislocation of the femur 
by the closed method. After the fragment has been 
thoroughly abducted it is forced inward and upward 
into the acetabulum. No sutures are applied, the 
irogments being held in position by the abduction 


of the lower fragment. The limb is then placed in 
plaster in abduction at 35 degrees. 

The patient is allowed out of bed in two weeks 
and may then begin standing or walking with 
crutches. After six weeks the plaster cast is cut and 
knee movements are begun. The cast is removed 
at the end of three menths. The after-treatment 
consists of massage and active and passive move- 
ment of the pelvi-trochanteric muscle. 

Lewin, M.D. 


Deutschlaender, C.: The Treatment of Old 
Congenital Hip Dislocations (Die Behandlung 
der veralteten angeborenen Hueftverrenkungen). 
Deutsche med. Wehuschr., 1922, x\viii, 1476. 


The treatment of old congenital dislocation of 
the hip is difficult because of the complications 
which develop not only in the hip joint itself, but 
also in the back and the loins. Frequently a high- 
grade lumbar lordosis is present, especially in cases 
of bilateral luxation. Aside from purely sympto- 
matic and mechanical measures, such as massage, 
hot air, exercises, and the use of belts, corsets, etc., 


the treatment consists of non-operative measures | 


to effect reduction, which are applicable to a small 
group of cases, and operative reduction in a larger 
group. The author discusses these methods of 
treatment briefly and then speaks of the radical 
operation he advanced in 1901, in which the 
iliopsoas is utilized in a buttonhole mechanism. In 
thirty cases operated upon by this method there 
was marked functional and anatomical improve- 
ment. 

On an anatomical basis, cases must be divided 
into two groups: those with complete concentric 
implantation of the tendon and normal motion, 
and those with eccentric tendon implantation and 
somewhat limited hip motion. In two-thirds of the 
cases of children between 8 and 15 years of age a 
concentric tendon implantation was accomplished. 
In those more than 15 years old only eccentric 
implantation could be accomplished. So far there 
has not been a single fatality. 

The radical operation is a serious procedure but 
its danger should not be overestimated. The best 
treatment is the bloodless method of Lorenz, 
carried out at the proper age. LOEFFLER (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Girdlestone, G. R.: Some Points in Reconstruc- 
tive Surgery. Practitioner, 1922, cix, 456. 


Cases of injury due to war wounds or accidents 
may be divided into: (1) those in which treatment 
is obviously needed, and (2) those in which careful 
consideration is necessary to determine what, if any, 
treatment should be given. 

The author cites the case of a man who had good 
use of a thumb and two fingers of a hand which was 
partially paralyzed. Although some improvement 
could be hoped for after operation and treatment 


n- i 
re 
ne 
is 
ul 
i- 
d 
n 
y 
\ 
5 
1 
q 


444 


requiring a year’s time, it was considered best to do 
nothing as the man was able to perform his work 
well in spite of the paralysis. 

In determining what to do in a given case the 
author suggests that the surgeon put to himself the 
following questions: (1) At what are you aiming? 
(2) How far will you succeed? (3) Is it worth while? 

The result to be achieved is maximum function. 
Form is of secondary importance. 

In judging and treating such patients, surgical 
knowledge, technique, and ability are necessary, and 
in addition: (1) a study of the case from all angles, 
including the patient’s occupation; (2) the power to 
recognize the essential points of disability, which 
may not be the most obvious; (3) the ability to 
judge of the probable end-results of the various 
methods of treatment as regards the patient’s ulti- 
mate health, activity, freedom from pain, and fitness 
for work. 

The patient is better able to decide with regard to 
treatments if he realizes the tedium of the various 
stages and the end-result expected. 

Marcus Horart, M.D. 


Schwarz, E.: The Anatomical Processes in the 
Regeneration of Tendons and in the Plastic 
Repair of Tendon Defects by Tendon, Fascia, 
and Connective Tissue: An Experimental Study 
(Ueber die anatomischen Vorgaenge bei der Sehnen- 
regeneration und dem _ plastischen Ersatz von 
Sehnendefekten durch Sehne, Fascie und Binde- 
gewebe: Fine experimentelle Studie). Deutsche 
Ztchr. f. Chir., 1922, clxxiii, 301. 


The author first gives an interesting historical 
review of the question of the healing of tendon 
wounds. As the result of recent investigations. 
Rehn claims that function is necessary not only to 
maintain the vitality of the transplanted tendon 
tissue, but also for the regeneration of the tendon 
and tendon-like tissue. Bier, on the other hand, 
assumes that the ultimate cause of regeneration is a 
chemical stimulation due to hormones which exert 
their action from the tendon stumps. According to 
Bier, the tendon tissue has an unusually great 
capacity for regeneration. 

By means of experiments the author attempted to 
determine whether a tenotomized or a partially or 
completely extirpated tendon regenerates when the 
peritenon is intact or when it is completely removed. 

Fourteen experiments answered the first question 
in the following manner: 

When the peritenon remains intact a replacement 
tissue forms in the defect, which functionally takes 
over the part of the defunct tendon, but in the 
course of time, in contrast to a normal tendon, be 
comes stretched, so that the function of the foot 
gradually becomes poorer. The tendon cells them- 
selves are in no way concerned in the growth of the 
new tendon; the new formation of the tendon origi- 
nates in the peritenon. In two to three months the 
new formation is completed. The new tissue never 
shows the silvery glisten of a normal tendon. The 
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new tissue is a replacement tissue which is con- 
trolled by function. There is no true regeneration, 

In the second large series of experiments the 
peritenon was carefully removed. As a result, a 
connecting strand was formed which consisted of 
large vessels, nerves, and vascular connective tissue 
transformed into tendon-like strands. When func- 
tion was entirely excluded by division of the nerves, 
cicatricial connective tissue was formed in the 
tendon defect by granulations just as in any other 
wound. A suitable arrangement of fiber-like strands, 
such as were seen in the former experiments, was not 
observed. These facts indicate the great importance 
of function in the formation of tendon replacement 
tissue. In general we do not know the primary 
cause of healing ina wound. There is no doubt that 
chemical changes play an important part but we do 
not know their nature. 

The experiments show also that there is no trans- 
formation of connective tissue into true tendon 
tissue; the newly formed tendon is, and remains, a 
replacement tendon. The author again emphasizes 
the fact that it is function alone which can produce 
a tendon-like tissue from connective tissue which 
will serve the purpose of a replacement tendon. 

The rest of the article treats of transplantation 
experiments with tendon tissue. It is important that 
the peritenon be transplanted with the tendon as 
the new formation of the tissue proceeds from the 
peritenon after it has become accustomed to its new 
surroundings. Here again, function plays an im- 
portant part as it renders the newly formed tissue 
tendon-like. The transplanted tendon itself under- 
goes destruction and is replaced by a cicatricial 
tissue which, in the majority of cases, becomes 
firmly united with the surroundings and excludes 
the possibility of function. In contrast to this, the 
transplantation of fascia by Kirschner’s method is to 
be highly recommended. The transplanted fascial 
tissue is for the most part maintained and the 
fascia remains glistening. Very good replacement 
tendons may be formed from such fascial tissue. 
The use of other connective tissue for tendon re- 
placement in the form of braided tufts of connective 
tissue is less advisable. Kocn (Z). 


Iseke, G.: The Plugging of Bone Cavities with 
Free Transplants of Fat (Zur Plombierung von 
Knochenhoehlen mit freitransplantiertem  ['ett). 
Deutsche Ztschr. f. Chir., 1922, clxxiii, 386. 


The plugging of bone cavities with free transplants 
of fat was first attempted by Makkas and Krabbel. 
The three patients operated on by Makkas were 
recently examined by the author after ten years. 
In the first and second cases, which presented 
closed tuberculous foci in bone, the process healed 
in a very short time, but complete replacement o! 
the implanted fat tissue by bony substance did not 
occur. In the third case (chronic osteomyelitis), no 
traces of a bony defect were demonstrable. 

A similar operation was performed in twenty (wo 
cases at the Garré clinic. Krabbel reported ten of 
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them in 1913. Of the remaining twelve cases, 
seven were treated more thoroughly. The results 
varied. 

In general, it may be said that replacement of the 
implanted fat tissue by bone does not occur when 
the postoperative course is completely reaction- 
less, but that slight inflammation causes complete 
disappearance of the bone cavity after a time if the 
plug is intact. The plugging was particularly useful 
in cases in which a neighboring joint was opened 
during the operation or it was necessary to remove 
parts of the joint. HauMANN (Z). 


Lemperg, F.: A Method of Facilitating Plastic 
Operations on the Deltoid Muscle (Zur Er- 
leichterung der Deltoideusplastik). Zentralbl. f. 
Chir., 1922, xlix, 1108. 

The outer third of the clavicle having been 
resected, the portion of the trapezius muscle which 
is here inserted is freed and drawn over the acromion 
as far as the middle of the deltoid muscle, where it 
is secured with silk sutures. The periosteal sheath 
of the clavicle is then joined to the periosteum of 
the humerus. The mechanical result of the resec- 
tion of the clavicle to lengthen the lever-arm of the 
muscle was such as to suggest that in similar cases 
shortening of the clavicle might be freely carried 
out on principle, even when there is no limitation 
of motion in the joint. There is no deformity due to 
projection of the scapula. In the author’s opinion, 
fascial fixation of the scapula to the opposite side 
might give still greater strength by drawing on the 
normal shoulder. VALENTIN (Z). 


Schulz, O. E.: New Arthrodesis of the Shoulder 
(Neue Schulterarthrodese). Rozhledy v chir. a 
gvnack., 1922, li, 15. 


The author has devised the following method for 
arthrodesis of the shoulder joint: 

The skin incision is made from the middle of the 
spine of the scapula to the articulation of the 
acromion process with the clavicle and from here 
distally to 6 cm. below the acromion process. The 
capsule of the joint is then opened by a longitudinal 
incision and the head of the humerus is luxated. 
The head of the humerus and the glenoid cavity 
are denuded of their cartilaginous covering and 
the subacromial bursa is excised. With a rasp, the 
periosteum is reflected from the upper surface of 
the acromion process over an area 114 cm. wide and 
5 cm. long, and also to a like extent from the under- 
surface. Two parallel cuts are made in the head of 
the humerus, extending from the postero-lateral to 
the antero-mesial aspect. A twin saw with blades 
‘, in. apart is used. The segment of bone limited 
by these two cuts is cut out with a chisel from its 
base at a depth of 1% cm. Into this furrow the 
stripped acromion is inserted, whereupon the head 
ol the humerus comes to lie in the glenoid cavity. 

_ Immediately after the operation, the scapula, 
rig united with the humerus, could be moved up 
and down. 


The advantages of this method are: 

1. The freshened surfaces coming into contact 
are considerably larger than those formed by other 
methods. 

2. The musculature of the shoulder girdle re- 
mains entirely uninjured; the trapezius is bound 
strongly, not only to the acromion process, but also 
to the humerus. 

3. The desired degree of abduction, elevation, 
and rotation for the arthrodesis can be obtained by 
varying the length of the incision in the head of the 
humerus. (Z). 


Wreden, R.: Partial Endoneural Resection in the 
Treatment of Spastic Contractures of the 
Hand in Infantile Hemiplegia (Partielle endo- 
neurale Resektionen zur Behandlung spastischer 
Contracturen der Hand bei infantiler Hemiplegie). 
Verhandl. d. Russ. Chir. Pirogoff-Ges., Petrograd, 
1922. 


Acting upon the assumption that spasticity and 
loss of function of the hand can be traced primarily 
to preponderance of the motor impulses in the 
median and ulnar nerves over those in the radial 
nerve, the author attempted so to reduce the tension 
of the transverse incision in the former that there 
would be no destruction of the motor and sensory 
fibers such as occurs in Stoffel’s operation. The 
median and ulnar nerves were exposed in the middle 
third of the forearm, the perineurium was divided, and 
elliptical pieces, 5 to 6 mm. in length and one-half 
the diameter of the nerve in width, were excised 
from the nerve trunk. The slit in the perineurium 
was then closed with fine catgut. 

Immediately after the operation the hand as- 
sumed a position midway between flexion and ex- 
tension. In the course of two weeks active flexion 
again appeared, but during a period of observation 
of from six to ten months it did not reach its former 
strength and there was no essential improvement in 
function. With the exception of less acute percep- 
tion of pain in the ulnar nerve area and temporary 
paresthesia of the palmar surface of the hand on 
movement, loss of sensation was not noted. Physio- 
therapeutic massage was begun toward the end of 
the first month. Up to the present time three chil- 
dren have been operated upon. 

The objection made by Girgoloff in the discussion 
of this paper, that such elliptical excisions cause 
serious changes, is not of much practical importance 
as the defect made is small and the intervention too 
conservative. On the other hand, regeneration takes 
place slowly enough to permit an increase in func- 
tion of the opposing muscles. 

Rokitski stated that insofar as the motor fibers 
are sacrificed, Wreden’s operation is more radical 
than Forster’s, since the paralytic components are 
increased. 

Grekoff commended Wreden’s purpose to 
strengthen the opposing muscles. By way of pre- 
caution he warned of the temporary character of the 
result and the possibility of neuroma formation. 
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Hess expressed himself as against Wreden’s prop- 
osition because the motor fibers are destroyed. 
VON DER OSTEN-SACKEN (Z). 


Rahm, H.: The Morestin Plastic for Contractures 
of the Fingers (Die Morestinsche Plastik bei 
Fingercontracturen). Beitr. 2. klin. Chir., 1922, 
CXXVii, 214. 

The procedures devised up to the present time for 
the treatment of contractures of the fingers are not 
satisfactory. The tendon transplantation of von 
Harder is too complicated, the silk tendons of Lange 
often do not heal in, and disarticulation is a deform- 
ing process. Morestin’s procedure is as follows: 

The very abundant skin present on the flexor 
surface of the fingers, which may even form a web, 
is split longitudinally into two layers and transverse 
incisions are made in both of the folds of the web, 
alternating right and left, until all tissue hindering 
the extension of the finger has been divided. If the 
finger can then be completely extended, the small 
triangular skin flaps formed are alternately re- 
flected back over the wound surface so that a triple 
serrated line of incision is formed. The flaps are fixed 
in position by a few sutures. A dressing is then 
applied and the finger immobilized for about eight 
days. At the end of this time hand baths and fre- 
quent motions, first passive and then active, are 
beg:n. If it is necessary to divide a tendon which 
has been enmeshed in the cicatricial masses the 
finger is grasped by a neighboring finger during 
closure of the fist and carried along into the palm of 
the hand. 

Three cases in which this method was used suc- 
cessfully are reported. LOEFFLER (Z). 


Schulz, O. E.: Peri-Articular Fixation of the Knee 
Joint (Paraartikulare Fixation der Kniegelenke). 
Casop. lék. Eesk., 1922. Ixi, 926. 


To immobilize the knee joint in cases of complete 
paralysis of the legs, the author proceeds as follows: 
A longitudinal incision 16 to 20 cm. in length is 
made on the inner side of the knee joint. The soft 
tissues are incised down to the periosteum of the 
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femur and tibia; the fibrous capsule of the knee joint 
is divided, but the synovial membrane is carefully 
avoided. The periosteum is incised and a strip 2 
cm. wide is elevated. With a chisel, a groove 2 cm. 
wide and 1 cm. deep is made in the femur and tibia 
along the entire length of the incision. A graft 
from the tibia, corresponding in shape, is laid in this 
groove and the periosteum and fibrous capsule are 
sutured over it. Another splint from the tibia is 
placed in the same way on the outside of the knee. 

In two cases the technique was more simple in 
that the middle portion of the fibula was utilized 
only on the lateral aspect of the knee joint. 

In every case firm ankylosis resulted and was 
still present six months later. This method gives 
firmer and more lasting results than immobilization 
by means of tendon fixation. Kinot (Z). 


Epstein, G.: The Question of Operative Procedures 
for Congenital Deformities of the Feet (Zur 
Frage blutiger Eingriffe bei kongenitalen Fussde- 
formitaeten). Verhandl. d. Russ. Chir. Pirogoff-Ges., 
1922. 


For the correction of club-foot Epstein favors 
atypical wedge excisions. In the discussion of his 
paper Albrecht stated that those who adhere to 
bone operations in cases of club-foot underestimate 
the element of traumatic osteoporosis which mikes 
it possible, when limited partial correction has 
been achieved in the second stage, to obtain com- 
plete correction with the greatest ease two weeks 
later. Osten-Sacken stated that the indications for 
the treatment of club-foot formulated by Kocher 
forty-four years ago are still correct. He laid down 
the rule that tenotomy of the Achilles tendon 
should be resorted to only after satisfactory adduc- 
tion has been obtained and supination still makes 
it necessary. Pathologico-anatomical studies demon- 
strate the impossibility of obtaining a quick cure in 
such a complicated deformity. In the orthopedic 
clinic of Turner the difficult refractory cases are 
treated by wedge excision supplemented by cor- 
rective orthopedic measures. 

Von DER OSTEN-SAC EN (Z). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Hackenbroch, M.: Congenital Curvature of the 
Spine as an Intra-Uterine Deformity of Weight 
Bearing (Beitrag zur Kasuistik der angeborenen 
Rueckgratsverkruemmung als intrauteriner Belast- 
ungsdeformitaet). Arch. f. orthop. u. Unfall-Chir., 
1922, Xx, 566. 


Congenital curvatures of the spine are generally 
divided, according to their etiology, into those of 
endogenic origin, the result of germinal variations, 
and those of exogenic origin. The latter are intra- 
uterine deformities of weight-bearing and must be 
differentiated from cases in which the deformity was 
caused by intra-uterine disease. The exogenic 
scolioses are in the minority. Boehm considers 


every habitual scoliosis a retarded congenital form. 
The author reports three cases of congenital 
curvature of the spine, two cases of scoliosis, and one 
case of kyphosis, which were produced entirely 
exogenically by intra-uterine pressure. There were 
no abnormal formations in the vertebra. All of the 
three cases were further characterized by resistance 
to treatment with the plaster bed. Batscu (7). 


Mixter, W. J.: Fracture of the Spine with Cord In- 
volvement. J. Bone & Joint Surg., 1923, xxi, 21. 


The indications for operative interference in [rac- 
ture of the spine cannot be delimited sharply. Lam- 
inectomy is indicated in injuries resulting in damage 
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to the cord either through crushing without complete 
severence or by intra- or extra-dural hemorrhage or 
cedema. Injury of the cauda equina should be 
treated in the same way as injury to a peripheral 
nerve, operation being performed if there is a dis- 
turbance of function. 

Fracture of the bony column without cord involve- 
ment should be treated by the application of a bony 
splint or a plaster jacket or both. If careful mapping 
of sensory changes within two or three hours shows 
increasing involvement of sensory function, opera- 
tion is indicated. As shown by Allen, time is an im- 
portant factor, and a definite course should be 
mapped out at least within the first twenty-four 
hours. It is only in lesions of the cauda equina that 
late operation for cord damage may be of some value. 
Allen showed also that when dogs were subjected to 
identical crushing injuries of the cord those treated 
by median longitudinal section within a few hours of 
the injury to combat the oedema recovered function 
while the others did not. 

The laminectomy performed by Mixter is that 
advocated by Gaenslen. The muscles of the back 
are dissected away from the spinous processes and 
lamin on one side only. The spinous processes are 
then cut away from the laminz with heavy forceps, 
being left attached to the muscles on the untouched 
side. The laminz are removed with rongeurs and all 
bone chips are preserved for future use. The various 
procedures indicated in a given case, such as the 
removal of clot or in-driven fragments of bone, are 
now carried out. The articulations, if not already 
destroyed, are crushed and bone chips are laid 
between the stumps of the lamine on both sides. 
The muscles are sutured to the interspinous ligament 
and the fascia and skin are closed. 

Davip R. Tetson, M.D. 


Turner, H.: An Unusual Case of Typhoid Spine 
with Symptoms of Spinal Cord Affection. 
Brit. M. J., 1923, i, 142. 

Involvement of the spine in the typhoid process 
probably takes place during the flourishing period 
of the disease, and doubtless is not very rare. The 
symptoms of this complication may pass unnoticed 
on the background of the grave picture of the illness. 

Typhoid spondylitis is a form of subacute in- 
flammation involving the periosteum, ligaments, 
and vertebral articulations. Gibney’s term, “‘peri- 
spondylitis,” is the most suitable to describe the 
pathologic changes. 

Chiefly the posterior lateral parts of the laminz 
are involved, their mobility probably influencing 
the exacerbation of the process. 

The picture of typhoid spondylitis as revealed 
by the X-ray is very characteristic. There is nar- 
rowing or partial disappearance of the interver- 
tebral spaces with lateral protrusion of the contigu- 
ous edges of the bodies. Dense vertical shadows 
on one or both sides of the midline reproduce the 
massive bridges of newly formed bone by which 
the posterior parts of the column are fused together. 
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Occasionally there is a scoliotic curve due to asym- 
metrical disposition of the disease. 

Clinically, the symptoms of infectious spondy- 
litis differ markedly from those of Pott’s disease. 
Acute excruciating pain in the back is the chief 
complaint. Digital pressure reveals intense pain in 
the lateral parts of the spine. The soft tissues of 
the region involved may be thick and oedematous. 
An intermittent fever generally accompanies the 
initial stages of the process. 

The involvement of the spine in the tvphoid 
process is a frequent integrant part of the disease, 
the infection persisting in a latent state. The 
awakening of the process is generally brought about 
by trauma. Therein lies the explanation of the 
development of typhoid spondylitis a long time 
after recovery from the original disease. 

The author reports a case of typhoid spondylitis 
in which there was suppuration. This is the only 
positive case known in which suppuration compli- 
cated the spinal affection. SAMUEL Kaun, M.D. 


Hoffmann, V.: A Propping Operation on the 
Vertebral Column: Thoughts on the Opera- 
tive Treatment of Spondylitis (Eine Stuetz- 
pfeileroperation der Wirbelsaeule: Gedanken zur 
operativen Behandlung der Spondylitis). Zentralbl. 
f. Chir., 1922, xlix, 1443. 

On both sides of the vertebral column a rib with 
periosteal and vascular flaps is placed in the trough 
over the joints of the transverse processes of the 
ribs to form a bony union. In addition, a dorsal 
prop is raised in such a way that a free rib transplant 
is laid into the angle between the arch and the 
spinous process. 

The operation is carried out in two stages, one 
side being operated on at a time. The use of anas- 
thesia and the local application of adrenalin to 
prevent hemorrhage from the musculature and 
nerves are advisable. The vertebral column does 
not lose its anatomical support through the removal 
of the ribs. Bone (Z). 


Leri, A.: On Lumbar Arthritis. Am. J. Clin. Med., 
1923, XXX, 103. 


By lumbar arthritis Leri means the localization of 
chronic vertebral rheumatism in the lumbar verte- 
bra. This affection, which was frequent during the 
war, produces symptoms very different from those 
hither‘ » recognized as characteristic of chronic ver- 
tebral rheumatism. 

The patients are usually between 20 and 40 years 
of age, and enter the hospital on account of lumbago 
or sciatica. Usually this condition is unilateral, 
but it may be bilateral or alternating. Complaint is 
made of sharp pain, both continuous and paroxysmal, 
in the lumbosacral region, and often also in the 
buttocks and thighs. Sometimes the pain is limited 
to the calves. 

The posture is variable. Only rarely does the 
patient stand erect. As a rule he [bends his body 
forward and holds his knees flexed. He may also 
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bend either to the right or to the left. Some- 
times there is a slight puffiness, without actual 
oedema, redness, or heat, in the lumbar region. The 
bony protuberances are merely obliterated. When 
the patient bends forward there is an accentuation 
of the line of the lumbar spines and above this a 
depression. In the normal person there is a continu- 
ous arch. This sign is almost pathognomonic. There 
is little or no contracture of the lumbosacral muscles. 

When lying extended on a bed, the patient is able 
to stretch himself with perfect ease, so that his head, 
pelvis, and feet touch the plane of the bed. 

The roentgenogram shows a sinking, a trans- 
parency, and especially an excessive grooving of 
the vertebral bodies with enlargement of the super- 
ior and inferior surfaces (verfebre en diabolo). 

Sometimes a tapering of the surfaces and a sort of 
‘parrot beak” is noted which is very characteristic, 
and sometimes more or less voluminous nodules of 
neo-ossification, a thickening of the cartilages, and 
an abnormal undulation of the vertebral borders 
are found. 

Anatomically there is an osteophytic proliferation. 
Frequentiy this is crown-shaped. 


SURGERY OF THE 


Puusepp, L.: Transplantation of Spinal Nerve 
Roots in Flaccid Paralysis (Ueber Transplanta- 
tion von Rueckenmarksnervenwurzeln bei schlaffen 
Laehmungen). Eesti arst, 1922, i, 442. 


Puusepp undertook to transplant the nerve roots 
in four cases of infantile paralysis in which many of 
the muscles, for example of the whole lower ex- 
tremity, were paralyzed, and in which orthopedic 
procedures were ineffective. After a laminectomy he 
cut through the roots of the second, third, and fourth 
lumbar and the eleventh and twelfth dorsal nerves 
and sutured the second and third lumbar nerves to 
the eleventh dorsal and the fourth lumbar to the 
twelfth dorsal. In two cases movement could be ob- 
served along the previously paralyzed lower ex- 
tremities and the circumference of the extremities 
was increased. In the cases in which the legs had 
been paralyzed two years or longer, the results were 
uncertain. In one case with injury of the cauda 
equina, Puusepp sutured the central portion of the 
cauda equina to the twelfth dorsal nerve. After 
two months, incontinence of urine ceased. Puusepp 
believes that restoration of function undoubtedly 
takes place and that technically the operation is en- 
tirely practicable. MICHELSSON (Z). 


Lehman, E. P.: Per-Arterial Sympathectomy. Ann. 
Surg., 1923, Ixxvii, 30. 

In the dog, the perivascular sympathectomy of 
Leriche does not result in the physiological changes 
in the extremity noted by Leriche in clinical cases. 

Vasodilation resulting from proved total sympa- 
thectomy does not affect wound healing. 

H. A. McKnicut, M.D. 


The malady progresses by repeated attacks, each 
lasting two to ten months and followed by apparent- 
ly complete clinical recovery. 

The disease is evidently not due to lues, tuber. 
culosis, or gonorrhoea. Rhizomelic spondylosis has 
no relationship to it whatever. 

In Leri’s opinion the cause is to be found in the 
abnormal living conditions to which soldiers are 
subjected in active warfare. Often they sleep on 
damp ground or in the water, and in the trenches 
they rest their backs against freshly turned earth. 
Frequently the muscles of the back are excessively 
exerted by long marches and the carrying of heavy 
packs. Temperature seems to play little if any 
part. 

The disease can be readily distinguished from 
functional disorders by the definite deformity and 
by the X-ray findings. A knowledge of the nature 
of this condition and its mode of evolution is of im- 
portance with regard to medico-military decisions. 

The treatment is the administration of salicylate 
of sodium and immobilization. The author shows 
the postural and bony changes by numerous plates. 

CiayTon F. ANDREws, M.D. 


NERVOUS SYSTEM 


Halstead, A. E., and Christopher, F.: Peri-Arterial 
Sympathectomy. J. Am. M. Ass., 1923, Ixxx, 173. 
Division of the cervical sympathetic nerve causes 
dilation of the blood vessels of the ear on the same 
side. Stimulation of the peripheral end of this 
nerve causes vasoconstriction and blanching. The 
sympathetic nerves pass through the adventitia of 
arteries to form plexuses in the pars media. 
Leriche observed that pinching the external layer 
of a blood vessel causes the vessel to contract, 
arrests its pulse, and decreases its size. If the cel- 
lular layer is excised, the diminution in size pro- 
gresses to one-fourth or one-third the normal size. 
After three to fifteen hours secondary signs appear: 
(1) elevation of the local temperature from 2 to 3 
degrees, giving a subjective sensation of heat; (2) 
elevation of the arterial pressure possibly as much as 4 
cm. of mercury; and (3) an increase in the amplitude 
of the oscillations. After peri-arterial sympathec- 
tomy the vasodilator reaction is transitional, 
becoming attenuated from the fifth to the sixth 
day and disappearing after from three to four weeks. 
In Leriche’s operation the artery is isolated for 
8 to 10 cm., the sheath is divided, and, with one part 
held with the forceps, the tunica adventitia is dis- 
sected away with a knife or a cannular sound until 
the vessel is completely denuded. Leriche has per- 
formed the operation fifty-four times on the fol- 
lowing indications: causalgia or a similar syndrome, 
eleven cases; painful stumps, two cases; contrac- 
tures following trauma, nineteen cases; extensive 
traumatic oedema, four cases; trophcedema, one 
case; ischemic sequel, four cases; trophic sloughs 
on a stump, one case; trophic sloughs after nerve 
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section, ten cases; a sore on the heel after medullary 
injury, one case; varicose eczema, one case; trophic 
disturbance after frostbite, one case; spasmodic 
paralysis, one case; to modify the pressure of the 
cerebrospinal fluid, three cases; Jacksonian epilepsy, 
two cases; goiter, one case; intermittent claudica- 
tion, one case; and erythromelalgia, one case. 

In Leriche’s opinion, peri-arterial sympathectomy 
is often very efficacious in the relief of pain, will 
influence symptoms of muscular hypertonia, and is 
beneficial in trophic disturbances leading to ulcera- 
tion. 

The authors report the employment of peri- 
arterial sympathectomy for endarteritis obliterans 
associated with pain and numbness of the right foot 
in a patient aged 55 years. The pain radiated to the 
calf of the leg and the ankle was weak. The patient 
was unable to walk more than a half block at a time. 
For four days and nights the pain became so ex- 
cruciating that sleep was prevented. The right foot 
was painful when manipulated, and to a less extent 
the right calf was painful on palpation. The urine 
contained a faint trace of albumin and a few hyaline 
casts. The Wassermann test was negative. The 
patient was not benefited by treatment with 
Locke’s solution, sodium citrate, potassium iodide, 
sodium bromide, chloral hydrate, nitroglycerine, 
thyroid extract, or sodium nitrate. 

Peri-arterial sympathectomy was done on the 
right femoral artery at the juncture of its middle 
and lower thirds. The adventitia was stripped com- 
pletely off for a distance of 5 cm. The patient was 
discharged from the hospital on the thirteenth day 
after operation. As a result of this treatment he is 
able to work on his feet for nearly twelve hours a 
day as cashier in a restaurant, and can walk a mile 
or more. He has only slight pain when he walks 
rapidly, and the numbness has practically dis- 
appeared. The leg is warm, and tactile and thermal 
discrimination is normal. 

WALTER C. Burkert, M.D. 


Callander, C. L.: Arterial Decortication. 
Surg., 1923, Ixxvii, 15. 

Leriche has called attention to certain definite 
results which follow the excision of the sympathetic 
nerve plexuses which lie in the intimate sheath and 
adventitia of large blood vessels. These structures 
were surgically removed from the femoral artery 
by Jaboulay with successful results in cases of perfor- 
ating ulcers of the foot, and less successfully from 
the coeliac trunks in certain visceral disturbances. 
The technique is as follows: 

The main arterial trunk is exposed by the classical 
route of access a considerable distance proximal to 
the part affected. The external fibrous sheath cover- 
ing the artery is then incised for a distance of 8 to 
io cm., and the artery, with its inner and more 
intimate sheath and its adventitia, is exposed. This 
inner sheath, which is fused with the adventitia of 
the artery, is grasped with tissue forceps and incised 
directly on the vessel wall. Traction is maintained 
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on one of the lips of the sheath of filmy tissue thus 
isolated, and this structure completely freed from 
the artery over the length of the incision with a 
knife or fine scissors. In this manner the artery is 
stripped of its external coat, together with the 
fibrous tissue adherent to it. 

The immediate consequence of the denudation 
of the artery is a diminution in its caliber which 
progresses until the artery assumes the appear- 
ance of a small, whitish cord, suggesting a nerve 
trunk. 

Leriche constantly found a postoperative in- 
crease in the surface temperature distal to the decor- 
tication. He stated that this was noted once on 
the evening of the operation but more often on the 
following morning. Usually, however, it occurred 
thirty-six hours after the operation and marked the 
onset of vasodilation. In most of the cases reported 
the local hyperthermia disappeared about the fif- 
teenth day after operation. 

Leriche reported also a constant postoperative 
rise in the systolic pressure distal to the point of 
operation; this has not been verified by the author. 

Leriche has cured traumatic disorders of the 
Babinski-Froment type in which there are contrac- 
tures and pareses and the complete picture may 
present muscular atrophy, exaggeration of the knee- 
erks, changes in the cutaneous reflexes, and distur- 
bances in objective and subjective sensibility. Vaso- 
motor, secretory, and trophic disturbances are noted 
in the bones, skin, hair, and nails. 

Another rare but well-recognized clinical picture 
which has yielded to arterial decortication is the 
causalgia of Weir Mitchell. 

Certain ulcers which occur in amputation stumps 
over areas not subject to pressure and which are not 
caused by infection are very refractory. According 
to Leriche, several ulcers of this type have closed 
promptly after decortication of the femoral artery 
and their scars have remained sufficiently resistant 
to bear the use of apparatus. 

The author reports a series of ten arterial decorti- 
cations which were performed on six patients; in 
one case three arteries were decorticated for dis- 
ease of three extremities, while in another the 
operation was performed on two arteries for disease 
in two extremities. 

Group 1 included patients in whom the arterial 
changes at the time of operation were thought to be 
spasmodic rather than obliterative, as evidenced by 
the presence of palpable peripheral pulsation of the 
artery. Group 2 included cases in which an oblitera- 
tive arteritis seemed to be the most important factor, 
and no arterial pulsation in the affected extremities 
was noted. Group 3 included one case in which 
the cause of the pain could not be determined. 

In three cases in Group 1 no improvement followed 
the operation. 

In the second group of cases one definite cure was 
obtained. This patient had an ulcerative gangrene 
of the dorsal surface of the middle toe of the left 
foot. Several weeks after the operation the gangrene 
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disappeared and the sloughing healed into a resisting 
scar. 

In the one case of Group 3 operated upon for 
unaccounted-for pain in the thumb the pain dis- 
appeared. H. A. McKnicut, M.D. 


Taylor, W. J.: The Surgical Treatment of Chronic 
Sciatica. N. York M.J.& Med. Rec., 1922, cxvi, 
693. 


The surgical treatment of chronic sciatica de- 
scribed is based upon an article by Renton. Ninety- 
nine cases have been treated in this manner with a 
successful result in practically all. The operation is 
to be used only in true cases of sciatica and after 
medical treatment has been tried. If the sciatica is 
due to a lesion of the spine, sacrum, hip joint, or 
other structure, these conditions should be cured. 
In certain cases the pain is due to a perineuritis 
which often is combined with neuritis with adhesions 
binding the nerve to the surrounding tissues. It is 
this type of case upon which the author operates. 

A classification of the cases based on the clinical 
condition is as follows: (1) cases in which pain 
occurs only during exercise; (2) cases in which there 
is some pain during rest and intense pain during 
exercise; (3) cases with indefinite and irregular pain 
either at rest or during exercise. 

In cases of Type 1 in which the inflammation has 
subsided but adhesions are present, the author’s 
operation should give a cure in 100 per cent. 

The operation demands a free incision from the 
gluteal fold downward, exposing the nerve as far as 
the extent of the pain. The nerve is hooked up with 
the finger but not stretched. The adhesion surround- 


ing it is carefully dissected away either with the 
scissors or a scalpel, or with gauze and the fingers. 
No nerve branches are cut. The nerve is then care- 
fully returned to its bed, the muscles are adjusted in 
place, and the skin is sutured. The patient is kept 
in bed three weeks and discharged at the end of four, 

The author reports nine cases. Eight were com- 
pletely cured. The ninth, which was recently oper- 
ated upon, is still in the convalescent stage. 

Marcus H. Hopart, M.D. 


Sommer, R.: Cavernous Angiomata in the Periph- 
eral Nervous System (Ueber kavernoese Angiome 
am peripheren Nervensystem). Deutsche Zischr. f. 
Chir., 1922, clxxiii, 65. 

Although cavernous angiomata are found fre- 
quently in the central nervous system, only two 
such neoplasms in the peripheral nerves have been 
reported. The author reports a case in which the 
tumor had its origin in the blood vessels of the 
posterior tibial nerve. 

Angiocavernomata originating in the peripheral 
nervous system owe their origin to a malformation of 
tissue, viz., strangulation of an embryonic vascular 
branch in the endoneurium and perineurium. They 
are of interest only because of their situation. 
Pathologico-anatomically they are ordinary angio- 
cavernomata. Their rarity is due to the extraor- 
dinary regularity of the intraneural blood-vessel 
formation which makes strangulation of the capil- 
laries extremely difficult. The excochleation of 
these tumors is complicated by their intimate 
connection with the nerves, which usually must be 
resected. Harms (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Glass, E.: Tissue Necrosis Due to an Ink Pencil 
(Zur Tintenstift Gewebsnekrose). Deutsche med. 
Wchuschr., 1922, xlviii, 1383. 


In 1912, Erdheim reported nineteen cases of 
tissue necrosis caused by ink pencils. In this article 
Glass reports two cases. 

Case 1. Four weeks before he consulted Glass the 
patient had had a fall on the forearm. This was 
followed by swelling which did not recede. When an 
incision was made a violet fluid escaped. The 
incisional wound closed, but four weeks later a pro- 
trusion as large as half a walnut developed on the 
forearm, there was considerable swelling of the sur- 
rounding tissues, and the patient’s general condition 
became poor. Methyl violet was demonstrated in 
the bandage materials. The patient knew nothing 
of an injury from an ink pencil, but on examination 
of the wound, a broken piece of such a pencil was 
found in the necrotic cavity. The entire wound 
cavity was thoroughly excised. Uneventful healing 
resulted. 


Case 2. In this case the broken-off piece of ink 
pencil was removed immediately but the injury 
caused necrosis of tissue, lymphangitis, and deteri- 
oration of the general health. Healing followed 
opening and débridement of the wound and the 
application of a 1 per cent alcoholic solution of 
trypaflavin. 

The injurious factor is believed to be the methyl 
violet. The tissue necrosis tends to spread. The 
effect upon the general health is striking. The 
process of healing is very slow. ScuuBeErt (Z). 


Von Balogh, E.: A Contribution to Our Knowledge 
of Noma (Zur Kenntnis der Nomainfektionen). 
Wien. med. Wehnschr., 1922, |xxii, 1742. 


The author gives a brief report of thirty-two cases 
of noma observed in the course of 2,000 postmortem 
examinations carried out during the past three years 
in the Department of Anatomy at the St. Ladislaus 
and St. Gerhard Hospitals in Budapest. A high 
percentage of cases coming to autopsy were those of 
undernourished children from poor families. 

The majority of the subjects were under 4 years of 
age, but the disease is found also between the eight- 
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eenth and twenty-fifth years. Twenty-two of the 
subjects were girls. The localization of the condi- 
tion was variable, but it involved almost exclusively 
the large orifices of the body and the surrounding 
tissues. In fifteen cases it remained a completely 
isolated affection of the cheek. Measles was most 
often the primary disease (twenty-two cases); 
pneumonia and infectious intestinal catarrh were 
occasional causes. 

The striking feature in the histologic findings, 
aside from thrombosis of the blood vessels and 
changes of varying degree ending, in the most 
severe cases, in advanced gangrene, was the failure 
of a defensive reaction in the apparently intact 
adjacent tissues. 

By use of the original bacterial flora from cases of 
noma (a mixed infection of spiroch «tes and fusiform 
bacilli), the author succeeded in producing in vitro 
changes in excised muscles which greatly resem- 
bled true noma. The presence of a fusiform sym- 
biosis suggests a weakness of the cells brought 
about by the primary disease. HorrMann (Z). 


Paul, N.: Observations on the Origin, Causation, 
and Treatment of Rodent Ulcer. Med. J 
Australia, 1923, 1. 85. 

While the etiology of rodent ulcer is still indefinite, 
it is a significant fact that although the lesion may 
occur in any part of the body, it usually appears on 
the face, more especially its central horizontal third. 
The sites of predilection are the eyelids, especially 
the inner and outer canthi, and the nasofacial 
grooves. As this region of the face is also the site of 
predilection of nevoid growths of an embryonic 
nature it is possible that stimuli or irritation of such 
tissues may lead to the formation of a rodent ulcer. 
Not only age, but also the actinic rays of the sun, 
may be factors in the production of retrograde 
changes. 

Rodent ulcer may arise from the basal-cell layer 
of the epidermis or the corresponding portion of the 
pilo-sebaceous structures as anevoid growth in which 
the germ or seed is present in the basal-cell layer and 
lies dormant until acted upon by certain stimuli. It 
may develop also from immature pilo-sebaceous 
structures or from another nevoid growth such as a 
mole. The neoplasms vary in appearance, depend- 
ing on whether the cell rest is destined to form a hair 
follicle, a sebaceous gland, or a combination of these. 
When it is destined to form a hair follicle, the growth 
is characterized by closely packed cells, somewhat 
uniform and sharply circumscribed masses, and often 
a marginal palisade layer showing cells of a spindle 
shape. Sebaceous-gland structure is indicated clinic- 
ally by large reddish masses (usually on the nose) and 
histologically by a reticular arrangement. There is 
also a combination of the solid or budding type with 
a reticular arrangement. 

_A\ neoplasm may originate in the epithelium of a 
pilo-sebaceous follicle or the basal portion of the sur- 
lace epidermis as the result of traumatism or the 
etlect of the actinic rays of the sun. 
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The treatment consists of irradiation with radium 
or the X-rays and excision. Radium is indicated in 
almost all cases and gives good results except where 
bone or cartilage is involved. Diathermy may also 
be of service but accomplishes little that cannot be 
achieved with radium. H. W. Frvx, M.D. 


McConnell, G.: A Case of Multiple Myeloma. Am. 
J. M. Sc., 1923, clxv, 184. 


This case report is particularly interesting in that 
the multiple myelomata occurred in a patient pre- 
senting clinically a pseudo-syphilitic syndrome. 
Postmortem microscopy seemed to prove the diag- 
nosis of multiple myeloma although the patient, a 
negro 50 years old, had stated that he had both 
chancre and gonorrhcea thirty years previously, the 
aorta was dilated and calcareous, the pupils were 
irregular and unequal and had reacted sluggishly te 
light, a slight tracheal tug had been noted, soft 
areas were found in the sterum, clavicles, humeri, 
skull, cervical vertebra, ribs, clavicles, scapule, 
femora, and the liver was enlarged. 

No mention is made of the treatment of the 
chancre thirty years before, but repeated blood 
Wassermann tests, one spinal Wassermann test, and 
the Lange colloidal gold test were negative. Bence- 
Jones protein tests were repeatedly positive, thus 
adding weight to the differential value of this test in 
the presence of myelomata. 

The extensive distribution of the tumors, which 
was typical, and their characteristic absorption of 
lime salts from areas of the bones involved made it 
possible that the calcareous deposits in the elastic 
membrane of the aorta and large arteries, the lungs, 
spleen, and pancreas resulted from derangement of 
the calcium metabolism due to the excess of calcium 
available from the absorbed areas. 

The patient died eight months after the beginning 
of his disability. The urine had contained large 
amounts of albumin for some time previously and 
the kidneys contained calcareous deposits and were 
found sclerotic and fibrosed. 

Microscopically, the tumors showed two types of 
cells—one having a round or oval nucleus staining 
deeply and surrounded by a narrow non-granular 
cytoplasm, and the other larger, with a larger nucleus, 
and surrounded by a large amount of cytoplasm 
which appeared cloudy. Mixed with these cells 
were multinuclear megakaryocytes and mononu- 
clear cells with granular eosinophilic protoplasm. 

Dennis W. Crite, M.D. 


Bierich, R.: The Function of Connective Tissue in 
the Experimental Production of Cancer (Ueber 
die Beteiligung des Bindegewebes bei der experi- 
mentellen Krebsbildung). Arch. f. path. Anat. u. 
Physiol., 1922, CCXXxix, 1. 

The question whether arsenic, lactic acid, and 
the X-ray can initiate or cause an increase of 
definite pathological growths is considered in three 
experiments. For the purpose of this study experi- 
mental cancer produced by tar was chosen. 
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It was established that through the administration 
of arsenic, and later of a combination of arsenic and 
tar, a distinct delay in the appearance of benign 
superficial growths of the epithelium (an average of 
eighty days) and of malignant deeper growths (an 
average of one hundred and thirty-one days) was 
brought about. Neither an increase in the virulence 
of the transplanted tumor nor an acceleration in the 
formation of the experimentally produced tumor 
resulted from the use of lactic acid. 

The effects of the X-ray were the same as those 
appearing after arsenic and in the first stage of tar 
cancer, namely, swelling of the epithelium, cedema- 
tous breaking down of the skin and subcutaneous 
tissue, and, later, a marked increase in the elastic 
fibers, especially in the papillary body. In contrast 
to changes caused by the irritants named, these 
occurred in a few minutes. 

The increase of the elastic fibers is caused by a 
saturation of the indifferent fibers with elastin; 
their regeneration in such a short period of time is 
vrecluded. This effect of the X-ray corresponds to 
the first stage of tar-, nematode-, and X-ray cancer, 
in which the elastic fibers are greatly increased in 
number as long as the epithelium has not grown into 
the connective tissue. In the second stage, when this 
is the case, the elastic fibers are almost entirely 
absent. It may be assumed that solution of the 
elastin saturation is caused by the cancerous tissue. 

Two stages may be recognized in the change in 
tissue resulting from the use of tar, the X-ray, and 
arsenic. In the first there is an increase of certain 
epithelial functions. Accompanying this there is an 
increase in the formed elements of the connective 
tissue, especially those adjoining the epithelium. 
This depends upon a physiochemical change in the 
protoplasm of the connective tissue. In the second 
stage a diametrically opposite development takes 
place, namely, a breaking down of what was pre- 
viously accomplished. The elastic fibers gradually 
shrink; the connective-tissue fibers are greatly 
twisted or are separated into thick cylinders. This 
also is caused by a change in the physiochemical 
structure brought about by cancer. 

The fact that irritants such as tar, the X-ray, and 
perhaps arsenic, influence particularly both the 
epithelium and the connective tissue is a valuable 
addition to our knowledge of the development of 
experimental cancer. Buppe (Z). 


Lang, F. J., and Krainz, W.: Cystic Osteoplastic 
Carcinoma as Compared with the Scirrhous 
Form (Ueber das cystische osteoplastische Car- 
cinom im Vergleich zu seiner verdichtenden Form). 
Frankfurt. Ztschr. f. Path., 1922, xxviii, 526. 


This article reports in detail two cases of osteo- 
plastic carcinoma of bone which was primary in the 
prostate. The first case showed the usual picture as 
described by von Recklinghausen. In the portions 
of the skeleton which are most concerned in the 
mechanism of bodily movement, the vertebral 
column and the ribs, very marked changes were 


found and there was preponderating bone apposition 
due to the irritation of the nests of carcinoma cells 
proliferating in the marrow spaces. There was also 
congestion of the blood vessels of the bone. Bone 
destruction was present, but did not keep pace 
with the increased new bone formation. 

The prostate belonging to the second case was 
lost in the confusion due to the war, but the fact 
of its tumorous degeneration is certain. This case 
was remarkable in that cystic formations, varying 
greatly in size, were found in the interior of the in- 
volved bones, but especially under the periosteum. 
There were also subchondral cysts in the femoral 
heads. Microscopically the cavities consisted of 
dilated gland lumina in the neoplasm. The author 
explains these formations on the basis of the great 
activity of the carcinoma cells, which in turn was 
due to the plentiful blood supply, the patient being 
only 27 years old. In the same way he explains the 
chiefly subperiosteal and subchondral situation of 
the cysts. Buppe (Z). 


Kiemperer, P.: Parathyroid Hyperplasia and Bone 
Destruction in Generalized Carcinomatosis. 
Surg., Gynec. & Obst., 1923, XXxvi, 11. 


The patient, a woman 49 years of age, who had 
been operated upon for carcinoma of the breast 
eighteen months previously, was admitted to the 
hospital complaining of considerable pain in the 
back and showing evidence of metastatic cancer 
throughout the entire skeleton. Examination of 
the blood revealed 2,100,000 red blood cells, 3,800 
white cells, and a hemoglobin content of 18 per 
cent. Smears showed poikilocytes and normobiasts. 
The urinary findings were negative. 

Autopsy revealed tumor metastases in the lungs 
and spine and the cranial and sternal bones. The 
left inferior parathyroid gland measured 30 by 
5 by 3mm., and was yellow, firm, and separate from 
the thyroid gland. Sections through the vertebre 
showed extensive destruction of bone with replace- 
ment by a large number of cancer cells, chietly by 
the formation of Howship’s lacune. In other areas 
there was an extensive formation of osteoid and 
fibrous tissue. 

The outstanding difference between this case and 
the usual type of bone lesion found in mammary 
cancer was the complete absence of calcification in 
the newly formed osteoid tissue. The author sug- 
gests the term “osteomalacia carcinomatosa’’ to 
describe the condition. 

On section, the parathyroid tumor showed hy- 
perplasia and, like the parathyroids, cells of me- 
dium size with large nuclei and a narrow cyto- 
plasmic zone. Sections through the pituitary gland 
showed destruction of the posterior lobe and the 
intermediate zone by tumor growth. The anterior 
lobe was intact. The author calls attention to the 
fact that the entire destruction of the posterior lobe 
did not cause any change in the output of urine. 

Osteomalacia has been found associated with 
hyperplasia of the parathyroid glands, but the 
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extensive bone destruction in carcinomatosis has 
not been considered heretofore in this connection. 
As in the case reported there was hyperplasia of the 
parathyroids and at the same time an entire lack of 
calcium deposit in the newly formed tissue, the 
author considers the hyperplasia of the parathyroid 
glands a fruitless attempt of the body to compen- 
sate for the calcium deficiency. In conclusion he 
states that the parathyroid glands should be ex- 
amined in all cases of bone metastasis. 
WILuiaM J. Pickett, M.D. 


BLOOD 


Guthrie, C. G., and Huck, J. G.: On the Existence 
of More Than Four Isoagglutinin Groups in 
Human Blood. Bull. Johns Hopkins Hosp., Balt., 
1923, XXXIV, 37. 

The authors briefly outline the history of the dis- 
covery of blood groups. Shattock is credited with 
being the first to recognize the grouping of blood. 
At first only three groups were identified. Land- 
steiner, in 1901, showed that blood grouping is in- 
dependent of health or disease and follows certain 
laws. In 1902, the fourth group was demonstrated 
by Decastello and Struli. Jansky, in 1902, and 
Moss, in 1909, also found the group to which Decas- 
tello and Struli referred. Moss, Minot, and Brem, 
particularly, have thrown light on blood grouping. 
It has been thought that any unknown blood would 
fall into one of four groups. In the thirteen years 
following Moss’ report, the status of four blood 
groups has remained unchanged, no group having 
been added or subtracted. 

The authors of this article had a case of so-called 
“sickle-cell anemia” under observation in which it 
became necessary to determine the blood group. 
Contradictory results were obtained. By the usual 
procedures the patient’s blood was found to have re- 
actions characteristic of both Group I and Group 
III; that is to say, the cells behaved like those of 
Group III and the serum behaved like that of 
Group I. This persisted for three months without 
change and all of the reactions were clear-cut. 

The authors then investigated the patient’s fam- 
ily. They were able to secure the blood of fifteen 
immediate relatives. Three other members of the 
family showed the same blood grouping as the 
patient. 

_ Incidentally, the se-called “sickle cells” were found 

in several members of the family. Of those who 

exhibited the unusual blood grouping, two showed 
sickle cells and two did not. These unusual mani- 
festations do not seem to be dependent on each other. 

In the case of another patient whose blood did not 
conform to the usual requirements of the four groups 
the authors concluded after many trials with always 
constant results, that the patient belonged to a sixth 
group. 

At present, Guthrie and Huck state merely that 
the blood of the first patient belongs to a Group III 
whose serum is devoid of Agglutinin B, and that the 
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blood of the second patient belongs to a Group II 
whose red cells contain an extra agglutinogen. 
S. F. Apams, M.D. 


Tyler, M., and Underhill, F. P.: Does Menstruation 
Influence Blood Concentration? Am. J. Obst. 
& Gynec., 1923, V, 155. 


The present method of estimating hemoglobin 
fails to show a constant variation characteristic of 
any one phase of the menstrual cycle. During 
some periods the hemoglobin rises slightly but 
during others it falls. The change is not related 
to any symptom, such as headache, with which a 
rise in hemoglobin has been associated by some 
writers. 

The uniformity of the hemoglobin percentage 
during menstruation might be predicted as the blood 
loss is certainly insufficient to cause a measurable 
decrease. Recent studies during menstruation 
showed a normal basal metabolism. Fatigue from 
measured work was as quickly overcome as at other 
times. The fact that there is no change in the 
hemoglobin content and therefore in the blood con- 
centration during menstruation is in accord with 
our present knowledge regarding the physiology of 
this function. E. L. Corneti, M.D. 


Lehrnbecher, A.: The Theoretical Basis and 
Practical Application of Blood-Pressure Esti- 
mations in Surgical Operations (Die theoreti- 
sche Grundlage und praktische Anwendung der 
Blutdruckmessung bei chirurgischen FEingriffen). 
Beitr. zs. klin. Chir., 1922, xxvii, 291. 


Blood-pressure estimations during an operation 
were recently urged by Koenig, Anschutz, and 
others. Lehrnbecher discusses his findings in 320 
cases treated at the Nurnberg Hospital on the serv- 
ice of Burkhardt. He comes to the conclusion that 
determinations made before operation are of little 
practical value, and that only in cases of pronounced 
internal hemorrhages does the method offer im- 
portant aid in the differential diagnosis. 

Knowledge of the blood pressure during an opera- 
tion helps in estimating the depth of the narcosis. 
A fall in the blood pressure during an operation is 
the earliest sign of collapse and shock. 

A comparison between the figures obtained im- 
mediately after the operation with those obtained 
before is of little prognostic value. Of considerably 
greater significance is the reaction of the blood pres- 
sure during the evening of the day of operation and 
the next day as compared with the determination 
made immediately after the operation. A consider- 
able rise indicates a good prognosis. A blood pres- 
sure which is lower the evening of the day of opera- 
tion or the next day than that obtained imme- 
diately after the operation is unfavorable. 

In cases of postoperative bleeding, blood-pressure 
estimations are of the greatest value for the diagno- 
sis and the evaluation of the therapeutic measures 
used. The efficiency of heart stimulants may also 
be gauged by blood-pressure estimations. This 


ion 
Mls 
Iso 
ne 
‘as 
ict 
ise 
ng 
in- 
ral 
of 
or i 
at 
as 
ng 
he 
of f 
s. 
id 
st 
1e 
i 
of 
| 
Ss. 
“J 
n 
e 
y 
d 
d 
y 
4 
| 
r 
4 
1 


454 


method is particularly useful in estimating the good 
analeptic effect of intravenous narcosis. 
NAEGELI (Z). 


Nicolaysen, N. A.: The Transfusion of Blood 
in Acute Posthzmorrhagic Anzemias (Ueber 
Bluttransfusion bei akuten posthaemorrhagischen 
Anaemien). Med. rev., 1922, Xxxix, 289. 


The author reports four cases of citrated blood 
transfusion and one case of autogenous blood 
retranfusion (extra-uterine pregnancy). In all of 
the cases there was a severe posthemorrhagic 
anaemia. In one, this was due to hemophilia. In 
two cases there was great danger to life and the 
transfusion seemed to save life though one patient 
died soon afterward from a repetition of the internal 
hemorrhage. In the three other cases also the 
anemia was very severe, but death was not so 
directly imminent. In one of these an immediate 
effect was noticeable. In the second there was a 
change in the entire course of the condition (hamo- 
philia). In the third, the immediate effect was less 
favorable because of an overlooked agglutination of 
the red blood cells of the donor, but the later effect 
on the regeneration of the blood was favorable. 
Only a single test with the red blood cells of the 
donor (citrated serum suspension) and the serum of 
the recipient was made before the transfusion. 

The best test was found to be microscopic exam- 
ination upon the glass slide. 

The vein was always exposed and punctured 
under distention so that the blood poured forth in a 
stream and could be caught. Puncture with a 
hollow needle is dangerous because of the formation 
of coagula. Thirty cubic centimeters of a 2 per cent 
sodium-citrate solution were placed in a measuring 
glass into which 250 gm. of blood were caught and 
immediately mixed, and then another 30 c. cm. of 
sodium-citrate solution were added. As coagula 
form easily along the edge, the blood was filtered 
through several layers of gauze before it was 
injected. The donor was always a close relative of 
the patient. The donor experienced no unpleasant 
effect even when 1,000 c. cm. of blood were withdrawn. 

Port (Z). 


Siperstein, D. M., and Sansby, J. M.: Intraperi- 
toneal Transfusion with Citrated Blood: An 
Experimental Study. Am. J. Dis. Child., 1923, 
XXV, 107. 

The intraperitoneal transfusion of citrated blood 
in rabbits is a safe, simple, and efficient procedure. 

Absorption of blood takes place very rapidly 
in the peritoneal cavity of rabbits. A rabbit can 
absorb approximately one-fifth of its own blood 
volume in four hours. 

The intraperitoneal transfusion in both anemic 
and normal animals causes a sharp temporary rise 
in blood values during the absorption period. This 
is followed by a more permanent increase. 

Studies at necropsy, when considered with the 
blood counts, apparently indicate that the initial 
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rise is due to the absorption of red blood cells from 
the peritoneal cavity, and not merely to concentra- 
tion of the blood volume. 

Pigeon’s blood injected subcutaneously into rab- 
bits apparently does not enter the general circulation 
in demonstrable amount. The same blood injected 
into the peritoneum is absorbed very rapidly. 

The intraperitoneal transfusion of freshly citrated 
blood acts as a true transfusion, and not as the 
absorption of a nutrient material. 

The intraperitoneal route for blood transfusions is 
proposed as a therapeutic method of merit. 

SAMUEL Kagn, M.D. 


BLOOD AND LYMPH VESSELS 


Calzavara, D.: Wounds of the Common Carotid 
(Ferita della carotide comune). Arch. ital. de chir., 
1922, Vi, 433- 

The high mortality of wounds of the common 
carotid artery is due not only to the severe imme- 
diate hemorrhage but also to complications such as 
infection, secondary hemorrhage, and the secondary 
severe cerebral lesions analogous to those following 
ligation of the carotid. The cerebral lesions are 
usually secondary to anemic infarcts of the brain. 
Compensatory circulation by way of the circle of 
Willis or retrograde circulation from the external 
carotid may develop. Late complications may be 
caused by thrombo-embolism. When a clot forms in 
the artery at the point of injury, it may be carried 
later to the cerebral vessels to lodge either at a 
bifurcation or in the brain. The author mentions 
anomalies of the circle of Willis. The anterior (12 
per cent) or posterior (7 per cent) communication 
branch may be absent or the internal carotid may 
not communicate with the vertebral. Some writers 
believe that the blood loss and lowering of the blood 
pressure are so great that blood cannot be forced 
through the circle of Willis, while others claim that 
arteriosclerosis interferes with collateral circulation. 
According to another theory, the insult to the carotid 
wall causes a spasm of its coats through stimulation 
of the vasoconstrictors, which shuts off the blood 
supply long enough to cause cerebral anemia before 
the collateral circulation can develop. This time 
may be but a few minutes. 

Experimental work on dogs and cats has not 
thrown much light on thesubject with regard to man. 

The author reports the case of a man 33 years old 
who was shot in the cheek, the bullet lodging be- 
neath the skin of the neck. There was no temporal 
pulse on the left side. On the right side hemiplegia 
developed. At operation the bullet was extracted 
and the carotid was exposed. The internal jugular 
and vagus were intact. Part of the carotid wall 
had been carried away and the proximal end of the 
artery was occluded by clot. The clot was disturbed 
and the wound was packed as pulsation began. 
Death occurred at the end of twenty-two hours. 

At autopsy a clot was found in the peripheral end 
of the common carotid, extending to the bifurca- 
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tion. The external and internal carotid, anterior 
and middle cerebral, and circle of Willis were 
patent and of normal caliber. There was no sclerosis. 
An anemic infarct of the brain and an increased 
amount of ventricular fluid were present. In the 
author's opinion the anemia was caused by persist- 
ent spasticity of the arterial walls. Immediate 
operation is indicated after such injury to insure 
surgical haemostasis instead of insecure spontaneous 
plugging of the vessels. The arterial spasm may 
thus be relieved. KELLOGG SPEED, M.D. 


Tichy, H.: A Case of Arteriovenous Aneurism of 
the Subclavian Artery with Reversal of the 
Circulation of the Arm: A Contribution to 
the Functional Transformation of Bl 
Vessels (Ein Fall von Aneurysma arterio-venosum 
der Subclavia mit Umkehr des Armkreislaufs: Ein 
Beitrag zur funktionellen Gefaessumbildung). Zen- 
tralbl. f. Chir., 1922, xlix, 1501. 


A former infantryman, 26 years old, was injured 
in the left shoulder, in 1915, by a bullet. An aneurism 
of the clavicular blood vessels resulted. The radial 
pulse disappeared. There was an exceptionally 
marked development of varices on the anterior 
surface of the left side of the chest, on the left 
upper arm, which was much enlarged, and half way 
down the forearm. The pulse was palpable in two 
of the varicose strands (those representing the 
cephalic and the basilic veins). 

In 1921 a sudden aggravation of the condition 
made amputation of the arm necessary. At that 
time, the varix representing the cephalic vein was 
widely gaping and bloodless, and presented rigid, 
thick walls. The same was true also of a vessel 
which, by its position, represented the brachial vein. 
Another varix, representing the basilic vein, was 
thrombotic above. The brachial artery was col- 
lapsed, thin-walled, and full of blood. The histologic 
findings in the wall of the vein were as follows: 

The intima was very considerably thickened. The 
muscle bundles in the media were separated from 
one another by a richly developed connective 
tissue. There were no muscle fibers in the externa. 
While the media did not contain many elastic 
fibers, the hypertrophic intima showed a very dense 
network. An internal layer of elastic fibers was 
distinctly recognizable. ZILLMER (Z). 


Mueller, W.: The Treatment of Defects of the 
Walls of Blood Vessels by the Application of 
Rubber Protective Coverings (Zur Behandlung 
von Gefaesswanddefekten mittels aufgeklebter 
lee Zentralbl. f. Chir., 1922, 
xlix, 1287. 


The author discusses Mocny’s suggestion for the 
repair of defects in the walls of blood vessels. 

In large and not too broad defects haemostasis can 
be obtained by the application of a rubber covering 
when suturing is impossible. This procedure may 
prove to be better than ligation because the occlusion 
of the blood vessel occurs slowly so that time is 


gained for the development of a collateral circulation 
and necrosis of tissue is prevented. Attempts to 
obtain agglutination by means of rubber solutions 
are to be discountenanced. A suitably wide, soft 
rubber tube, split lengthwise, applied around the 
vessel and held together by loose coils of thread 
laid around it after the fashion of barrel staves 
accomplishes the purpose more easily and surely. 
Kats (Z). 


GENERAL BACTERIAL INFECTIONS 


Miller, R. H.: Tetanus: A Report of 116 Cases at 
the Massachusetts General Hospital. Surg., 
Gynec. & Obst., 1923, Xxxvi, go. 


One investigator noted that tetanus often occurs 
only after the wound is dry and healing is well 
advanced. Another classifies cases of tetanus into 
three groups: (1) cases due to puncture wounds; 
(2) those due to cold or freezing; and (3) tetanus of 
the newborn. 

Miller classifies the cases into two types: viz., 
tetanus ascendens or local tetanus, and tetanus 
descendens or general tetanus. In tetanus ascendens, 
the toxin, making its way directly to the cord, first 
involves the muscles of the wounded extremity, 
this being followed in some cases by general symp- 
toms before death occurs. In tetanus descendens, 
which is by far the more common form, the involve- 
ment of the central nervous system causes, first, 
symptoms in the muscles of the jaws and neck and 
then more or less extensive involvement of the rest 
of the body. 

A preventive injection should be given in every 
case of injury, however slight, in which there is 
reason to fear tetanus. This applies chiefly to 
dirty puncture wounds of the feet or hands, severe 
lacerating wounds of any part of the body, and 
especially compound fractures. 

Since 1872, 116 cases of tetanus have been treated 
in the Massachusetts General Hospital. The total 
mortality was 69.9 per cent. Antitoxin was first 
used in 1896. Previous to 1896 the statistics in- 
cluded twenty cases, in which the mortality was 80 
per cent. This demonstrates that a certain number 
of cases of tetanus will end in recovery even if they 
are not given specific treatment. Since 1896 there 
have been ninety-seven cases with a mortality of 
67.7 per cent. This slight decrease in the mortality 
the author believes in due to more intensive and 
intelligent administration of antitoxin. 

Of the last five cases under his observation, three 
recovered. The first was that of a school girl 16 
years of age who was admitted to the hospital with 
a puncture wound of the foot. Treatment according 
to the symptoms caused the disappearance of signs 
of tetanus in seven days but the patient died of 
bronchopneumonia. 

The second case was that of a man 44 years of 
age who was admitted to the hospital with a lacer- 
ated, infected wound over the right tibial tubercle, 
due to the kick of a horse. This was the first case 
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in which luminal was used. It had no untoward 
effect and proved of value. 

The third case was that of a child 4 years of age 
who inad infected numercus mosquito bites by 
scratching. It was not a very severe case and the 
patient recovered after the administration of 55,000 
units of avtitoxin. 

The fourth case was that of a girl 7 years of age 
who had a puncture wound of the foot due to a nail. 
The wound was treated in the routine manner and 
antitoxin and luminal were given. This was a very 
severe case and, in the author’s opinion, was saved 
by the treatment. 

The fifth case was that of another girl 7 years old 
who had an infected wound of the upper arm. This 
was a severe case and seemed almost hopeless from 
the beginning. In spite of treatment the patient 
died. 

The author concludes as follows: 

1. Prophylactic injection of antitoxin should be 
given in every case in which there is the slightest 
possibility of the development of tetanus. 

2. Excision and débridement of the wound is the 
first essential. The wound must be kept open. 

3. The use of magnesium sulphate and carbolic 
acid is of doubtful value. 

4. Sedatives must be used as indicated. Luminal 
is a valuable drug. 

5. Antitoxin should be given in large doses by 
the intraspinal and intravenous routes and in small 
doses into the tissues around the wound. 

GeorcE E. Bretiry, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Clark, A. J.: The Scientific Basis for Non-Specific 
Protein Therapy. Brit. M.J., 1923, i, 315. 


Clark reminds us of the increasing number cf 
clinical cases greatly benefited by the judicious use of 
foreign proteins or the products of protein break- 
down. These clinical successes, developed largely in 
America and Germany, have forced the attention of 
clinicians who, for the most part, were previously 
biased by the belief that, to be of value, such therapy 
must be of a specific nature. This article attempts 
to summarize the present status of scientific evidence 
regarding the nature of the effects of foreign-protein 
therapy. 

Intravenous administration, when properly con- 
trolled, has been found a rapid and very effective 
method. It is indicated in acute infections such as 
typhoid fever, in which the foreign protein often 
causes a termination of the fever by crisis, and also 
in chronic infections such as arthritis, gonorrhcea, 
and anthrax. The reaction is more severe when the 
agent is given intravenously. 

The febrile reaction is essentially the same what- 
ever agent isemployed. Sterile milk, purified casein, 
normai serum, purified proteoses, or peptones may 
be utilized. Bier believes that any agent causing the 
breakdown of body proteins will give a therapeutic 
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result similar to the results of foreign-protein injec- 
tions. Accordingly, radium, the X-ray, and the 
cautery give rise to the same febrile reactions by 
destroying tissue cells. 

It appears probable that the common active prin- 
ciple in the protein reaction is a product of protein 
decomposition. The reaction is characterized by a 
rise in the temperature associated with an increase 
in nitrogen metabolism, contraction of the smooth 
muscles, increased glandular secretion, and increased 
permeability of the capillaries. 

An excess of protein decomposition products js 
violently toxic. Hence the necessity of carefully 
controlling the dosage of the protein employed. 

Perhaps the most important effect of protein 
therapy is the increased permeability of the capil- 
laries, especially those of the liver and the skin. As 
a direct result of this there is an increased flow of 
lymph which washes the products of cell metabolism 
into the blood stream. 

The chief blood changes consist of an immediate 
leucopenia followed by leucocytosis and an increase 
in fibrinogen, globulin, thrombokinase, and blood 
sugar. The proteolytic ferments become definitely 
more numerous. The antibodies are also increased. 
The bulk of evidence indicates that non-specific pro- 
tein therapy results in the washing of cell and tissue 
fluids into the blood stream causing definite changes 
in the composition of the blood. Which of these 
changes is directly responsible for the beneficial 
clinical results is still unknown. 

Joun W. Nuzvum, M.D. 


Wildegans: The Histologic Processes Occurring in 
Skin Implanted by the Braun Method (Ueber 
die histologischen Vorgaenge bei Hautimplantation 
nach W. Braun). Arch. f. klin. Chir., 1922, xx, 415. 


The author investigated the histologic processes 
in the skin grafting method of Braun, according 
to which pieces of skin, 2 to 4 sq. cm. in size, are 
sunk obliquely into the depth of the granula- 
tions. The implanted pieces of skin were removed 
after one, two, five, seven, eight, fourteen, twenty- 
one, thirty-five, fifty-one days, and six months, 
and examined in serial sections. Special attention 
was paid to the behavior of the implant (epidermis, 
the transplanted tissue of the cutis, especially the 
elastic fibers), and of the stroma (blood vessels, 
elastic fibers, connective tissue, and granulation 
tissue), the healing, and the clinical results. 

The implant and the stroma showed direct 
agglutination. There was no exudate or fibrin 
layer. As a rule, signs of inflammation, marked 
filling of the blood vessels of the stroma,and dia- 
pedesis of polynuclear leucocytes were noted as a re- 
sult of the foreign-body irritation. After forty-eight 
hours the derivatives of the connective-tissue cells 
and the vascular endothelia equalled the round cells 
in number. The injuries to the epithelium due to 
the cutting, the effect of air, drying, and squeezing 
were of short duration as after twenty-four hours 
progressive changes (amitotic figures) were already 
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recognizable. After forty-eight hours, conical 
proliferations of epithelium and a new formation 
of epithelial cells were visible. 

The regeneration of the epidermis began in the 
cells of the stratum cylindricum and stratum 
spinosum. The adnexa of the skin (glands, sheaths 
of the hair roots) did not play any part. As the 
growth of the epidermis progressed, the graft canal 
was lined with epithelium which then spread over 
the surface of the granulations. Sections of the 
transplanted cutis were destroyed and the replace- 
ment occurred from the viable implanted connective- 
tissue elements and from the stroma. From the 
eighth day the border between the substratum and 
the implanted skin became indistinct. The connec- 
tion with the circulation occurred through vascular 
sprouts from the stroma. Degenerative changes 
appeared early in the elastic fibers. The new fibers 
originated at the edge from the fibers of the stroma. 

The skin grafting was done thirty-two times. The 
tendency to shrinkage was slight. The possibility of 
moving the graft on the substratum was limited in 
the beginning, but improved after eight to ten weeks. 
Sensibility was always reduced, but the sense of 
pressure was usually maintained. The final result 
was alwaysa resistant, lasting skin. Epithelial cysts 
were not observed. FRANGENHEIM (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Morton, R.: Deep X-Ray Therapy. Am. J. Roent- 
genol., 1923. X, 119. 


Deep roentgen therapy is primarily a matter of 
roentgen-ray dosage since it is definitely proved that 
under certain well-defined conditions an abnormal 
cell is killed by an exposure to the roentgen rays that 
is insufficient to destroy normal cells. In estimating 
dosage, both primary and secondary radiation, in- 
cluding scattered primary rays, must be taken into 
consideration. For accuracy cf measurement of the 
primary radiation it is essential that homogeneous 
rays be used as all the factors concerning these have 
been carefully worked out. Secondary radiation is 
more difficult to measure accurately, but it is known 
that at any given depth it increases directly, within 
limits, with the hardness of the tube and the size of 
the tield irradiated. The charts prepared by Des- 
sauer are of inestimable value as they make it pos- 
sible to adopt a technique which wiil give an even 
irradiation of any lesion of moderate size at any of 
the usual depths. 

Seitz and Wintz of Erlangen have evolved what 
may be justly described as the first complete system 
of roentgen therapy having a sound physical and 
biological basis. As a basis of dosage they use the 
unit skin dose. Working under their prescribed 
conditions, which are easily reproducible with the 
equipment they have evolved, this dose gives rise, 
alter about five days, to a slight hyperemia which 
gradually subsides, leaving the skin undamaged 
though pigmented or tanned. Taking this unit 
skin dose as 100 per cent, the limit of tolerance is as 
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follows: muscle, 180 per cent; intestine, 135 per 
cent; ovary, 35 per cent; tuberculosis, 50 per cent; 
sarcoma, 60 to 70 per cent, and carcinoma go to 120 
per cent. Forty per cent stimulates; 60 to 90 per 
cent paralyzes. 

Measurement is carried out by means of the icnto- 
quantimeter or with Kienboeck’s strips. The dosage 
is controlled by time alone when once the activity 
of the tube has been ascertained. 

Certain factors have an important bearing on the 
probability of a successful result from irradiation. If 
the patient’s general health is practically unim- 
paired, if the lesion is localized to a relatively small 
area and without wide local extensions, if every part 
of the growth is accurately, evenly, and thoroughly 
irradiated, and if the general health is carefully 
looked after during the subsequent weeks, it may be 
laid down as a general principle that the abnormal 
growth will disappear. : 

In the technique certain difficulties are encount- 
ered in practical work. If possible, no skin area or 
other normal structure should receive more than the 
unit skin dose. Overdoses, and also normal doses 
repeated three or four times, bring about an obsti- 
nate local oedema. These hard rays seem to have a 
special action on the local lymphatic circulation. 
Loss of radiation between the surface and the lesion 
beneath by dispersion and absorption must be com- 
pensated. Superficial conditions are easy to deal 
with. If only the skin is involved, a very even irra- 
diation may be obtained by a long focal skin dis- 
tance, the time being increased as the square of the 
distance. Central lesions are probably the easiest to 
treat with accuracy. The depth having been ascer- 
tained and the percentages from each port of entry 
being known, the lesion is attacked from as many 
points as necessary to build up the desired dose. The 
difficult cases are those with superficial lesions in 
which there is limitation practically to one port of 
entry and those in which the lesion is situated in 
parts of the body having an irregular contour, such 
as the jaws, the neck, the female breast, the vulva, 
and the anus. In this class of cases the difficulty has 
been partly overcome by covering the lesion with 
some material having the same absorption and 
secondary radiation value as normal tissues so as to 
make it a central lesion. Water, paraffin wax, bees- 
wax, and dough made from ordinary flour are all 
suitable. 

In conclusion, by way of encouragement, the 
author briefly reports several cases he has recently 
treated with encouraging results. One was an 
inoperable carcinoma of the breast in which the 
improvement was so great that surgical operation 
was given up indefinitely. A case of cancer of the 
cesophagus with practically complete obstruction 
was relieved of the obstruction and the patient 
regained his normal weight. A case of carcinoma of 
the pancreas was symptomatically cured and has 
remained so for twelve months. A case of cancer of 
the prostate was sufficiently improved to render 
catheterization unnecessary and the patient is well 
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and enjoying life. A patient with a rather hopeless 
sarcoma of the lung shows retrograde changes and 
appears to be in perfect health. 

Hartunc, M.D. 


Wintz, H.: Injuries from Roentgen Rays in Deep 
Therapy. Am. J. Roentgenol., 1923, x, 140. 


Aside from injuries attributable to careless or 
unskilled handling of the roentgen apparatus and 
overdosage, certain dangers are inherent in the agent 
itself when it is used, as at present, in deep therapy. 
These are divided into two groups: local and general. 

In the first group are injuries caused by exceeding 
the limit of tolerance of the tissues and resulting 
from the defects of our present radiation technique. 
To give sufficient radiation to deep-seated lesions 
cross-firing is necessary, and regardless of an other- 
wise exact technique certain structures in the line 
of the rays may receive an overdose because of sum- 
mation, this resulting in oedema or ulceration. Thus 
parts of the mucosa of the intestines or the urinary 
bladder may be affected when treatment is given for 
uterine cancer, or parts of the larynx or trachea may 
be injured when adjacent parts are irradiated. These 
injuries may be due to direct overdosage or result 
secondarily from vascular injuries. 

Another factor responsible for injuries is the 
addition of a radiation intensity derived from uncom- 
mon secondary radiators whereby the radiation dose 
is increased though the primary radiation was cor- 
rectly gauged and did not exceed the limit of toler- 
ance of the tissues. Retained opaque meals, fecal 
masses, and collargol injected into the urinary tract 
may act in this manner. 

Lowered resistance of irradiated tissues to injury 
may be another cause of local injury and probably 
explains the so-called ‘“‘late” injuries. If to the 
effect of the roentgen rays upon the cells another 
irritant is added which normally would cause no 
injury at all, the skin will respond to the summation 
of the two irritants with a distinctly recognizable 
reaction. Factors that may incite such a reaction 
are persistent pressure upon the irradiated part of 
the skin, the application of ice-bags or hot com- 
presses, and chemical changes produced by the 
administration of internal remedies. Severe trau- 
mata of irradiated parts of the skin may cause serious 
injuries such as necrosis. 

If the same dose is repeatedly employed in the 
same part of the body, the total of the macroscopic- 
ally demonstrable injuries will produce a peculiar 
picture, namely, roentgen induration. The skin ir- 
radiated with a dose of 100 per cent of a unit skin 
dose, two times, or at the most, three times, at inter- 
vals of from six to ten weeks, becomes leathery and 
thick, feels tough and hard, and presents an cedem- 
atous appearance. The cause of these changes is 
undoubtedly to be found in vascular injuries and an 
increased permeability of the vessels. The other 
tissues, including the muscles and the connective tis- 
sues, will react in a similar manner. The power of 
resistance of tissue thus injured toward further 


additional injuries, such as traumatic or chemical 
noxe or infection, is considerably lowered. If during 
the period of the infiltration (induration) the skin js 
protected against all injurious influences, the condi. 
tion will recede in from one to one and a half years, 

Far more dangerous is the infiltration of the pul- 
monary tissue, which may appear after irradiation of 
mammary carcinomata or lung tumors. The find- 
ings in such a lung resemble those of a central pnev- 
monia. Fever is absent but there is a slight irrita- 
tive cough. The affected part of the lung is, of 
course, useless. This condition is also comparatively 
harmless and will recede spontaneously in the course 
of one-half to three-fourths of a year. If an inter- 
current disease (pneumonia or bronchitis) compli- 
cates the radiation induration, the prognosis is almost 
always poor. 

A greatly increased reaction is to be noted with 
every gross change in the tissue because the roentgen 
treatment introduces an additional noxious agent. 
This increased reaction may be observed even when 
the skin is only slightly irritated. Attention is called 
also to the inflammatory reaction of the tissue fol- 
lowing radiation of the ovaries in cases of diseased 
adnexa. The reaction will be increased also if the 
cells are not visibly changed and when a systemic 
disease exerts an injurious influence upon the cell. 

In addition to the local injuries enumerated, deep 
roentgen therapy may produce certain general or 
systemic injuries on the operator as well as the pa- 
tient. These include blood injuries and those due to 
inhalation of the air of the roentgen room and surges 
which can be avoided only by special devices. Acute 
blood injuries result from acute destruction of the 
blood corpuscles. They follow a long-continued 
irradiation and are observed only in the patient. 
Chronic blood injuries due to the effects of the roent- 
gen rays as well as the “roentgen air” occur in the 
personnel of the X-ray room. 

Destructive changes in the blood occur during 
each therapeutic irradiation for the destruction of 
pathologic cells. Their amount is directly propor- 
tional to the quantity of rays introduced and can 
usually be overcome if the patient’s vital capacity is 
not too low. 

The injuries caused by irradiation include also the 
so-called “roentgen Kater” or “roentgen indis- 
position.’’ Changes in the biochemistry of the cells 
are produced by the roentgen rays through injury of 
the cell lipoids. 

The general injuries occurring in persons using the 
X-ray are principally chronic blood changes consist- 
ing of a rather high percentage of eosinophilic leuco- 
cytes (10 to 15 per cent) and a leucocytosis (10,000 
to 14,000), which appear after long-continued X-ray 
work. The injurious agents are found chiefly in the 
air which has been vitiated by the electrical surges 
and particularly by the ozone formed from the air 
by the roentgen rays. 

Many of the dangers inherent in deep roentgen 
therapy cannot be avoided even by the best tech- 
nical and medical construction of the apparatus and 
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the most thorough instruction of the technical and 
medical personne!. Others may be obviated if their 
existence is recognized and proper measures are 
taken. The knowledge of the therapeutic value of 
modern deep roentgen therapy will stimulate a sys- 
tematic and correct investigation to avoid dangers 
and thereby contribute to the success of deep roent- 
gen therapy. ApotpH Hartune, M.D. 


Halberstaedter, L.: Roentgen Carcinoma (Ueber das 
Roentgencarcinom), Zischr. f. Krebsforsch., 1922, 
XIX, 105. 

The author differentiates between two types of 
roentgen carcinomata: (1) those occurring as voca- 
tional lesions from the professional use of the 
X-ray in which the influence of the rays is produced 
over a long period of time, though in hardly measur- 
able amounts, and (2) those resulting directly from 
investigations or treatment with the X-ray. The 
course of both is similar: drying of the skin due to 
the function-disturbing or destructive effect of the 
X-rays upon the sebaceous and sweat glands, the 
formation of rhagades, hyperemic reddening, the 
development of pigment, the formation of horn- 
like accretions (hyperkeratosis), and vascular dil- 
atation. The disease may become arrested at any 
stage, or more severe changes may gradually set 
in without further exposure to irradiation. Hyper- 
keratosis especially tends to carcinomatous de- 
generation. Chronic superficial ulcerations follow 
comparatively trifling injuries. The regional glands 
are attacked relatively late. The histologic picture 
is that of cornified squamous-cell epithelioma. 

Tumor formation may result from the influence 
of the X-rays also in skin which was previously 
abnormal, as in lupus vulgaris, less often in lupus 
erythematosis, and occasionally in psoriasis. 

Besides carcinoma, sarcoma may ensue. Experi- 
mentally this can be shown in the rat. 

Disease conditions of the skin resembling the 
conditions caused by X-ray degeneration are xero- 
derma pigmentosum (Kaposi) and seaman’s skin 
(Unna). Roentgen skin (X-ray skin), xeroderma 
pigmentosum, and seaman’s skin have this in com- 
mon, that they develop as a result of a physical 
irritation associated with radiations of short wave 
length. The appearance of pathologic changes is a 
question of dosage and hypersensitiveness. 

The course of all three diseases extends over a 
period of years. Pre-eminent among the symptoms 
are the pathologic changes mentioned. In Orthsal’s 
opinion these should be considered precarcinom- 
atous. X-ray cancer is to some extent an involun- 
tarily produced experimental cancer and exhibits a 
striking parallelism to the cancer produced in mice 
and rabbits by tar. SILBERBERG (Z). 


Webster, J. H. D.: The Clinical Results of the 
Treatment of Malignant Disease by the X-Rays. 
Lancet, cciv, 373. 


As in different cases radiation treatment is used 
as a prophylactic, a palliative, or a curative 
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agent, the results of each should form a separate 
statistical group. Cases treated by prophylactic 
radiation in collaboration with the surgeon should 
constitute a distinct group subdivided according to 
whether the radiation is given before the operation or 
after, or both. Also the results of palliative radia- 
tion after many incomplete operations or in inoper- 
able cases (and, perhaps, the majority of cases at 
present referred to the radiologist are in this group) 
should be considered separately. In only a small 
proportion of the cases referred for radiotherapy can 
an attempt be made to arrive at a definite cure. 

Of the cases in which curative radiation is given 
the majority are cases of superficial epithelioma of 
the basal-cell type. The cosmetic results of roent- 
gen-ray or radium treatment are better than those of 
surgical measures and the percentages of clinical cure 
are as high or higher. The chief causes of failure are 
inadequate or wrong methods of application. The 
results in cases of squamous-cell epithelioma are 
not as good as those in cases of basal-cell epithelioma 
because in the former there is frequently an early 
wide invasion and the lesion is of a more persistent 
type requiring more intense doses. The tongue is a 
most unfavorable site for any form of treatment, but 
clinical cures obtained by radiation, especially by 
methods of radium implantation, are recorded. 
When the roentgen ray is used, cases often fail to 
react to massive doses and improve when given 
repeated fractional doses administered within a 
period of a month or two at the most. 

The treatment of breast cancer is one of the fields 
in which radiation may be expected to be of the great- 
est service in reducing the mortality or prolonging 
life beyond the average duration of two and one-half 
to three and one-half years. In this condition also 
the results should be grouped according to whether 
the treatment was given for prophylaxis, palliation, 
or cure. The best results published so far appear to 
be those of surgery and radiation combined. Poor 
results may be attributed largely to faulty methods 
or technique. In about 150 breast cases radiated in 
the past year the author has seen very few recur- 
rences while a course of roentgen radiation was in 
progress. A considerable number of the patients 
coming for treatment have shown regression, at 
least temporarily. About five cases of recurrence in 
bone have been treated but the results so far are 
inconclusive. In two operable cases of primary 
cancer of the breast, one treated with the roentgen 
ray and the other with radium, the growth practi- 
cally disappeared. Palliative radiation has a wide 
field, sometimes resulting in operability, or relieving 
the pain, ulceration, etc., or delaying further exten- 
sion and the inevitable issue. In cases with ulcera- 
tion the best results were obtained when zinc or 
other ionization preceded the radiation. 

In cases of mediastinal growths a few clinical cures 
have been obtained, and a large number show tem- 
porary benefit. Testicular tumors are of great 
interest; of five cases at present under observation 
for extension into the lumbar glands or recurrence 
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after removal of the testicles, several responded 
satisfactorily. 

With regard to malignant gynecological conditions 
there is a wide range of opinion as to the relative 
value of operation and radiation. Some European 
clinics report a high percentage of clinical cures from 
radiotherapy in both operable and inoperable cases, 
but insufficient time has yet elapsed to determine the 
permanency of such cures. Certain facts suggest 
that combined surgical and radiation technique, as 
in breast cases, may give better results than either 
operation or radiation alone. Inoperable cases have 
frequently been rendered operable by radium treat- 
ment. Like testicular growths, ovarian neoplasms 
are often very radiosensitive, and pelvic masses may 
sometimes regress quickly, relieving pressure or 
other symptoms. A number of cures of vulvar car- 
cinoma obtained by radium and by the roentgen 
ray have been reported. 

Gastric cancer was the first cancer to be treated by 
the roentgen ray but will probably be one of the last 
to yield to radiation or any other form of treatment. 
Compared with gynecological cancer, cancer of the 
stomach occupies a most unfavorable site, surroun- 
ded as it is by vitally important glands and other 
structures. Radiation is regarded as advisable after 
partial gastrectomy, but very few cases so treated 
have been reported. Primary cases with not very 
marked cachexia should be given the chance of 
roentgen-ray treatment as in some instances extra- 
ordinary results have been obtained by this pro- 
cedure. Cancer of the colon sometimes reacts well, 
with or without resection or colostomy. Each case 
must be treated according to its particular require- 
ments. Usually both surgery and radiation are 
indicated. 

As regards sarcoma other than uterine sarcoma, 
the author believes that the conclusions of Perthes 
and Juengling may be generally accepted. These are 
as follows: 

1. In all cases of inoperable sarcoma, even large 
gliosarcomata of the brain, the roentgen ray should 
be tried. The remarkable results in hypophyseal 
tumors are noteworthy. 

2. Lymphosarcomata should be radiated rather 
than operated on, as they react well to radiation. 

3. In periosteal sarcomata of the pelvis, shoulder, 
or limb joints better results are obtained with radia- 
tion than with operation. 

4. Myelogenous sarcoma sometimes regresses 
without any treatment. The results of resection are 
good, but if amputation is considered, radiation 
should be tried first. 

5. Maxillary sarcomata, if operable, should be 
resected; they are difficult to radiate satisfactorily 
and all the early recorded cases were underdosed. 

6. Skin sarcomata should first be radiated. If 
refractory to radiation, they should be excised. 

The results of radiation on a tumor which reacts 


well may be: (1) complete disappearance by absorp-_ 


tion of the degenerated tumor cells; (2) lessening of 
the size of the tumor, but persistence of a residue, 


usually firm proliferative connective tissue (in 
some cases it may be advisable, if possible, to remove 
this by operation, but if not, it should be watched 
for many years for signs of renewed activity); or 
(3) reduction to a certain degree and then no further 
change, the tumor appearing biologically dead. 

Arapid increase in size and generalization are some- 
times observed in cases underdosed or refractory, 
or in which the neoplasm was already too widespread, 
and as septic malignant tumors sometimes slough 
rapidly after heavy radiation, fractional dosage 
methods are advisable if the case seems at all suit- 
able for treatment. Local results, apart from those 
in the tumor, are usually temporary, such as those 
in the skin and the salivary and intestinal glands. 

Undesirable general results from radiation are 
usually seen in the blood, the intestines, or the duct- 
less glands. In a considerable series of cases not as 
much blood change was found as had been expected 
and there was no trouble with bowel sequela. In 
one stomach case there was slight but definite 
adrenal insufficiency for about two months, although 
only one adrenal received a considerable dose. Tem- 
porary general effects of radiation, such as roentgen 
sickness, are reduced in intensity by careful previous 
preparation of the patient. 

It is the author’s belief that cautious progressive 
present-day opinion is represented by the conclu- 
sions of Schmieden and Holfelder, which are as 
follows: 

1. With few exceptions, every operable carcinoma 
should be operated on. Prophylactic postoperative 
radiation should be given also. 

2. In addition to postoperative radiation, a single 
intensive radiation before operation is important. 

3. Practically all inoperable carcinomata and all 
inoperable recurrences should be radiated. In many 
cases this gives a clinical cure; in others it results in 
operability, and in many in a decrease of the bleed- 
ing, irritation, and pain, and limitation of further 
metastasis. 

4. Facial carcinomata, even when operable, may 
be treated exclusively by radiation for cosmetic 
reasons. 

5. Asarule, sarcomata should only be radiated; 
certainly in all cases in which operation would cause 
considerable mutilation. An increase in the size of 
the tumor after an efficient radiation should not be 
considered proof of failure to respond as usually it is 
temporary. 

6. In the treatment of malignant tumors the 
roentgen ray has become superior to radium. 

7. The relative values of operation and radiation 
cannot yet be shown by comparative statistics. 

Radiation treatment is in rapid process of evolu- 
tion. Lines of advance are indicated as regards 
technique, studies of th physical and histologic side 
of biological radiation effects, and auxiliary thera- 
peutic measures such as diathermy, ionization, ctc. 
The author holds with Ewing that, whatever may be 
the ultimate value of radiation treatment used alone 
or as a combined method, the curative action of the 
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roentgen ray and radium is the first rational therapy 
of cancer ever devised from the point of view of 
immunity, because in its mode of action radiation 
calls on the body’s forces to accomplish the cure. 
ApotpH Hartune, M.D. 


LEGAL MEDICINE 


Responsibility for Payment of Physician in Acci- 
dent Case. Fruin vs. Glassnap, 117 Atlantic Rep., 
p. 547- 

In this case there was a conflict of evidence be- 
tween the physician and one whom he sought to 
charge for services rendered. A child was injured 
by a truck driven by Glassnap and carried by a 
third person into the office of Dr. Fruin. The phy- 
sician immediately administered first aid and on 
examination discovered that the child was seriously 
injured and would have to be confined in a hospital 
for eight or ten weeks. According to Fruin, Glass- 
nap came to his office soon afterward and on being 
told of these facts and that there would be a charge 
for treatment of the child, answered that he wanted 
Fruin to take the case and paid $to to cover the 
expense of a roentgenogram. Glassnap denied that 
he had any conversation whatever with the physi- 
cian concerning payment for services rendered or 
to be rendered, and stated that he paid no money. 
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The jury found in favor of the physician but it 
was claimed that error was committed by the trial 
court. The Supreme Court said: ‘This defendant 
(Glassnap) asserts that he stood in the position of 
a stranger who simply calls on a physician to care 
for one who, because of sudden injury, is unable to 
act for himself, and to whom the stranger holds no 
relationship which creates an obligation to furnish 
proper medical care. . . . In the conditions in 
which these parties stood, the burden rested on 
the plaintiff (the physician) to prove either an ex- 
press promise by the defendant to pay the plaintiff 
for his services or circumstances or language from 
which his promise to pay might fairly be implied 
from the request he made. . . From the evi- 
dence relating to the conversation between the 
parties and the time and circumstances in which it 
took place, and also to the payment of $10 on 
account, it might reasonably be found either that the 
defendant made an express promise to employ and 
pay the plaintiff for his services, or that he made a 
request of the plaintiff for his services which implied 
a promise to pay for them. As to the difference be- 
tween these alternatives, the court did not suffi- 
ciently instruct the jury. It did not define an ex- 
press promise or an implied promise.’’ The judg- 
ment was accordingly set aside and a new trial 
ordered. Wiitram E. Mooney. 
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GYNECOLOGY 


UTERUS 


Kross, I.: Uterine Secretion: An Experimental 
Investigation into Its Effect upon the Coagula- 
tion of the Blood. Surg., Gynec. & Obst., 1923, 
XXXVi, 217. 


One of the important problems confronting the 
gynecologist is that of so-called essential uterine 
hemorrhage. It is quite obvious that before we can 
explain this pathologic condition we must first know 
the cause and the mechanism of normal menstrua- 
tion. In the latter phenomenon the most striking 
feature is the fact that the hemorrhage runs a 
strictly limited course in spite of the apparent inco- 
agulability of the menstrual blood. Schickele 
showed that uterine extract retards the coagulation 
of the blood. Dienst holds that the factor respon- 
sible for the non-coagulability of menstrual blood is 
the anti-thrombin formed by the uterine mucosa; 
this, he explains, prevents clotting by neutralizing 
the action of the fibrin ferment. Excessive bleeding 
he ascribes to an excess of anti-thrombin. As far 
back as 1898, Bond showed that in animals the 
uterus has a definite secretion. 

In a series of preliminary experiments the author 
attempted to investigate the effect of saline and dis- 
tilled water extracts of human uterine mucosa, but 
his results were inconstant and contradictory, prob- 


ably because his extracts contained other tissue 
juices and blood. 

In his animal experiments eighteen young female 
rats were used. The uterus was exposed by a supra- 


pubic median incision. In half of the animals a 
ligature was then tied below the bifurcation, and in 
the other half placed around one horn just above the 
bifurcation. The animals were then examined at 
intervals of one to three weeks by other laparetomies. 
In the successful cases a marked distention of the 
ligated portion of the uterus due to a clear opales- 
cent fluid was found. This fluid was removed by 
means of a fine aspirating needle and tested against 
blood removed from the heart of the same animal 
or another of the same breed. 

Later in the series of experiments the secretion 
from the uterus of the rat was checked against 
guinea-pig blood as well as human blood. The results 
obtained were the same. In all of the experiments 
the uterine extract delayed the coagulation of the 
blood by from two to eight minutes and when the 
clots were incubated with it they usually redissolved 
entirely. 

Taken in conjunction with the findings of White- 
house, Halban, Frankl, and others, the results of 
these experiments justify the theory that the cause 
of abnormal bleeding which cannot be accounted for 
on anatomical grounds (viz., the presence of a neo- 


plasm, etc.) is a deviation from the normal in the 
secretion formed by the uterine mucosa. 
C. D. Hotmes, M. D. 


Tenckhoff, B.: Ventrofixation of the Uterus and 
Its Complications: Ileus (Zur Frage der Ven- 
trofixatio uteri und ihrer Komplikationen: Ileus). 
Deutsche Ztschr. f. Chir., 1922, clxxiii, 26. 


The views of writers on the indications and the 
method of operation are still widely divergent. In 
regard to the indications Vorschuetz agrees in 
general with Kuestner, who ascribes an important 
part in all disturbances to retroflexion which is the 
first stage of prolapse and which he believes should 
be treated at the time of maturity. The Alexander- 
Adams operation is discountenanced. If an opera- 
tion is done, the cavity of the lesser pelvis should 
also be exposed to view. 

The incision generally used by the author is the 
alternating incision of Kuestner. The Pfannenstiel 
incision cannot be extended when necessary. If 
suppuration is feared, the median incision is em- 
ployed. Vaginofixation and vesicofixation casily 
lead to disturbances in labor; like the Olshausen 
ventrofixation, they are applicable only after the 
climacterium or when simultaneous castration is to 
be done. 

Tleus is a serious danger. Two cases due to fixation 
at the promontory have been reported by Oehlecker, 
three by Barg, and others by Hastrup. This con- 
dition arises from strangulation of a coil oi in- 
testine in the vesico-uterine space, usually at -the 
side of a loosely hanging round ligament. Unpleas- 
ant symptoms are produced by traction on the 
peritoneum. Recurrences are frequent, especially 
after the Alexander-Adams operation. 

The Doléris-Gilliam operation avoids all these 
complications. In this procedure the round liga- 
ment is grasped about 2 to 3 cm. from its insertion 
in the uterus, and after the formation of a puncture 
canal through the rectus muscle, is fixed to the ante- 
rior sheath of the rectus with sutures. The lateral 
portion then passes to the inguinal canal as a tense 
band lying so close to the abdominal wall that no 
intestinal coil can slip through it: the dangerous slit 
is avoided. The sutures in the ligament are buried 
by a duplication of the fascia. 

This operation was done 153 times. Two cases 
of ileus were found among fifty-seven examined 
subsequently. In these the uterus, which was par- 
tially adherent to the large intestine in the cul-de-sac 
of Douglas, had raised the large intestine with it, 
forming a kink. In order to avoid such an occurrence 
the uterus must be freed from adhesions. There was 
partial recurrence in only one case. In this instance 
laparotomy showed that the ligament was stretched 
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out into a thin peritoneal thread. Disturbances of 
labor were never observed. Two women died from 
pneumonia. Respiratory exercises and, in febrile 
cases, the administration of 0.2 gm. of optochin six 
times in addition to autogenous blood transfusion 
of 30 to 50 c.cm., eliminate the danger of pneumonia. 
Of twenty-two retroflexions, fourteen were symptom- 
less. four were benefited, and four were not benefited. 
Of thirty-five cases, twenty-two were complicated. 
The method offers excellent results in both compli- 
cated and uncomplicated cases. KUuLENKAMPrF (Z). 


Weiss, E. A.: Radium in the Treatment of Uterine 
Hemorrhage of Non-Malignant Type. Am. 
J. Obst. & Gynec., 1923, Vv, 128. 


Eighty-three of the cases studied were cases of 
bleeding myoma. Only those in which the tumor was 
no larger than a three months’ gestation were chosen 
for radium treatment. Intraligmentary or degen- 
erating tumors were not considered suitable. In 
spite of favorable reports from other clinics, pedun- 
culated tumors were also excluded from the series; 
likewise those suggesting degenerative changes. 
Any evidence of inflammatory changes in the 
adnexa, either acute or chronic, contra-indicates 
radiation. 

Of all cases receiving full dosage forty were re- 
lieved at once and there was no return of the bleed- 
ing. Thirty-five of the women menstruated once, 
and fifteen menstruated three to five times. Ten 
received two treatments. The irregular bleeding for 
the first ten days after treatment is not to be at- 
tributed to the radium; it is rather the effect of the 
curettement, if not due to disturbance of the ovarian 
hormone. A large percentage of the patients had 
leucorrhcea in varying amounts for the first two to 
five months. Frequently this was very annoying 
and irritating. As a rule it was relieved best by 
douches of bicarbonate of soda. Probably the most 
annoying sequela were nausea and vomiting which 
occurred when the radium was in situ. In the cases 
of patients who were not anesthetized these were 
often attributed to the preliminary doses of morphia, 
but the nausea was present in eighteen cases in which 
neither morphia nor gas was given. 

With regard to the treatment of benign hemor- 
rhage from the uterus the author makes the follow- 
ing statements: 

1. Radium should be used only in selected cases 
such as: (1) myopathic bleeding of adolescence 
which does not respond to the usual medical and 
hygienic measures; (2) bleeding myomata which are 
of small or moderate size and uncomplicated by 
adnexal disease; (3) the menorrhagia of the meno- 
pause. 

2. The dosage depends upon: (1) the age of the 
patient; (2) whether the function of child-bearing is 
to be preserved or sacrificed. 

3. Myomectomy should be performed in the 
cases of young women, and hysterectomy when the 
tumor is large or complicated, in preference to treat- 
ment with radium. 
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4. Complications and unfavorable results can 
be avoided only by a careful discriminating differ- 
ential diagnosis. 

5. All cases treated with radium should be care- 
fully followed up for several years. 

E. L. Cornett, M.D. 


Giles, A. E.: The Indications For, and the Results 
of, Myomectomy. J. Obst. & Gynec. Brit. Emp., 
1922, xxix, 608. 

One important indication for myomectomy is the 
child-bearing age. Myomectomy is the operation of 
choice up to the age of 40 years. In the author’s 
practice, myomectomy has been performed on 52 
per cent of women under 30 years of age, on 34.3 per 
cent of those between 30 and 35, on 19.2 per cent of 
those between 35 and 40, on 6.9 per cent of those 
between 4o and 45, on 51.1 per cent of those between 
45 and 50, and on 1o per cent of those over 50. 
Myomectomy is indicated also by the association 
of fibroids with prolapse, this complication requiring 
the preservation of the uterus for fixation to cure the 
prolapse. Another indication is objection to hyster- 
ectomy on the part of the patient. In some women 
the loss of the uterus is apt to be followed by pro- 
found and persistent depression; X-ray treatment 
is therefore preferable. Myomectomy may be prop- 
erly done also in cases of solitary or pedunculated 
tumors not associated with excessive bleeding. 

Hysterectomy is preferable to myomectomy after 
the age of 40 to 45; when fibroids are associated with 
bilateral tubal disease or ovarian tumors; when the 
uterus left will be battered and useless; when the 
fibroids cause excessive hemorrhage; and when 
the patient demands a complete cure and will not 
consider any risk of failure. 

Myomectomy is done during pregnancy only in 
the presence of urgent symptoms or for fibroids 
complicating labor. Surgical treatment of fibroids 
during pregnancy may be myomectomy, or a ce- 
sarean section combined with myomectomy, or a 
hysterectomy at term. The indications for myomec- 
tomy during pregnancy are: (1) rapid growth of the 
tumor; (2) pain, pressure symptoms, or indications 
of septic or degenerative changes in the tumor; 
(3) when it seems evident that because of its position 


‘the tumor will obstruct labor. Myomectomy during 


pregnancy is a satisfactory operation. 
Raymonp E. Warkins, M.D. 


Bonney, V.: The Modern Scope and Technique of 
Myomectomy. J. Obst. & Gynec. Brit. Emp., 1922, 
XXIX, 591. 


The author reviews the history of myomectomy 
and tells of the difficulties encountered before the 
development of modern surgery. Reference is made 
to a remarkable paper read before the Liverpool 
Medical Society by Alexander describing a method 
of enucleating fibroids, the leading features of which 
were a median laparotomy, a single anterior incision 
in the front of the uterus, packing of the cavity left 
after the enucleation with iodoform gauze, and 
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ventral fixation. Because of the severe criticism of 
the operation at that time, it was discarded. 

The author believes the uterus should be conserved 
in women in the child-bearing age for the following 
reasons: 

1. Many women who have not borne children feel 
that they cannot justify their existence if all hope 
of reproduction is gone. 

2. Hysterectomy is disturbing from a sexual 
point of view. 

3. In women under 43 years of age child-bearing 
is possible if the uterus is conserved and the tubes 
and ovaries are healthy. 

4. The removal of the uterus hastens the climac- 
teric. 

Bonney reports too cases of myomectomy in 
which from one to thirty fibroids were removed. 
The location of the tumor is of little importance. 
If necessary, the endometrial cavity may be opened. 
Cervical fibroids are the most difficult problem. 
Malignant degeneration, and necrosis and suppura- 
tion due to sepsis are contra-indications. In preg- 
nancy, pedunculated or superficially placed fibroids 
can be removed without great danger of causing 
abortion. The removal of more deeply situated 
tumors is associated with greater risk. Bleeding is 
difficult to contro!. The recently delivered uterus is 
favorable for the enucleation of fibroids. 

Menorrhagia and profound anemia contra-indi- 
cate myomectomy, but moderate menorrhagic 
anemia does not, provided all the tumors are re- 
moved and the remaining uterus is not too large for 
involution. In all cases of fibroids with menorrhagia 
the uterine cavity should be opened to make certain 
that no small fibroid on the mucous surface, mucous 
polypus, or great thickening of the endometrium is 
left. For the scraping away of thickened endo- 
metrium the author has found very efficacious the 
steel ‘‘finger nail” formerly used for the removal of 
adenoids. 

In Bonney’s cases the mortality of myomectomy 
was 2 percent. One patient died of hemorrhage, and 
another of shock. The chief danger is hemorrhage. 
In no case, so far as is known, has there been a 
recurrence of fibroids. Five of the women have 
become pregnant one or more times since the 
operation. 

With regard to the technique of the operation the 
author states that all tumors are removed through a 
single incision in the anterior wall. The fibroid most 
accessible through this incision is attacked first, 
and when this has been enucleated the next most 
accessible is reached by a secondary incision begun 
in the wall of the cavity left by the first tumor. If 
the tumors are located in the posterior wall, he goes 
through the cavity of the uterus. Redundant tissue 
is cut away and the cut edges are beveled inward to 
facilitate apposition in suturing. The uterus is 
closed with mattress and superficial sutures. In 
some cases anterior fixation of the uterus may be 
necessary. To control the ovarian vessels during the 
operation the author applies a ring forceps on the 
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ovario-pelvic ligament. If the operation is apt to be 
difficult he also temporarily clamps the uterine 
artery on both sides. All four main vessels of the 
uterus may be safely ligated without fear of gan- 
grene. 

The article is concluded with the statement that, 
as a rule, fibroids do not necessitate hysterectomy, 
and that if all women with fibroids would submit 
to operation early, hysterectomy would never be 
necessary for this condition. 

Raymonp E. Watkins, M.D. 


Gordon, O. A.: The Treatment of Hydatiform 
Mole and Chorio-Epithelioma, with a Con- 
sideration of the Relative Frequency of Each. 
Surg., Gynec. & Obst., 1923, XXXxvi, 242. 


Hydatiform mole is a condition in which there are 
characteristic microscopic and gross changes in the 
chorionic villi. Microscopic examination shows pro- 
liferation of the trophoblast elements, myxomatous 
changes in the stroma, and an increase in the syncy- 
tium. Grossly there is a characteristic grape-like 
mass of vesicles. 

In the author’s opinion, this condition is much 
more frequent than has been generally supposed. 
As it may be confined to a small area of the placenta, 
and as careful examination is necessary to discover 
the presence of a few vesicles, many cases must 
escape notice. Among 4,500 abortions at Bellevue 
Hospital in New York City there were twenty-one 
hydatiform moles (0.4 per cent). The mortality is at 
present variously estimated at from ro to 25 per cent; 
at Bellevue Hospital it is 9 per cent. The causes of 
death are hemorrhage, sepsis, and chorio-epithe- 
lioma. 

Chorio-epithelioma is an extremely rare condi- 
tion. That itis preceded by hydatiform mole in a 
large percentage of cases is a well-established fact, 
but this does not permit the conclusion that a large 
percentage of hydatiform moles are followed by 
chorio-epithelioma. In eleven years there has been 
but one chorio-epithelioma at Bellevue Hospital, 
and this was a doubtful case. 

In view of the rarity of chorio-epithelioma and the 
frequency of hydatiform mole, the mole should be 
treated mainly to prevent hemorrhage and sepsis. 
As the possibility of the development of chorio-epithe- 
lioma is remote, such radical treatment as hysterec- 
tomy is not necessary in all cases of hydatiform mole. 
Curettage also should be avoided as it is impossible 
to remove the larger part of the vesicles in this way 
and there is danger that the uterine wall has been 
thinned by the growth. 

By far the larger percentage of cases will be suc- 
cessfully terminated by the manual removal of the 
hydatiform mole. In the event of irregular bleeding 
following this procedure, a laparotomy with hyster- 
otomy should be performed. This will permit a 
thorough inspection of the uterus and may be followed 
by hysterectomy if evidence of chorio-epithelioma 
is discovered. In cases of chorio-epithelioma radia- 
tion should be efficacious both as a prophylactic and 
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therapeutic measure. The bilateral ovarian cysto- 
mata which are associated with both hydatiform 
mole and chorio-epithelioma in over 80 per cent of 
the cases are short-lived, show no evidence of malig- 
nancy, and undergo regression after the removal of 
the uterine condition. H. W. Fry, M.D. 


Burns, J. W.: Chronic Endocervicitis and Its 
Treatment. J. Obst. & Gynec. Brit. Emp., 1922, 
XXix, 619. 

This article is based on a study of eighty-four 
cases of uncomplicated endocervicitis. 

This condition is most common in multipare 
between 30 and 40 years of age, next most common 
in women between 20 and 30 years of age, and least 
common in young unmarried girls. It arises from 
direct infection of the cervical canal as in gonorrhoea, 
infection of cervical wounds caused by labor or 
operation, or, as in the young girl with intact 
hymen, the direct upward spread of infection from 
the external genitals. In the cases of virgins mas- 
turbation may play a part. 

As a rule the vaginal discharge is of a thick, white 
mucoid variety, but it may be thin, white, yellow, or 
green. Usually it is most profuse in the morning and 
before and after menstruation. General debility, 
lassitude, anaemia, backache, and constipation are 
other symptoms. Menstrual function is not in- 
fluenced. In one-third of the cases there is pain in 
the left side. Complaint is frequently made of 
pruritis vulve. Thirty-seven per cent of the mar- 
ried women in the author’s series were sterile, 39 
per cent had had one or more children and no mis- 
carriages, 27 per cent had had one or more children 
and one or more miscarriages, and 2 per cent had 
had miscarriages only. 

Endocervicitis is of two forms—the acute and 
the chronic. The acute form is usually found in 
gonorrhoea and following infection of injuries of the 
cervix due to labor or operation. The chronic form 
may follow the acute or may arise as a chronic 
condition per se. The cervix may appear quite 
normal except for the thick, tenacious, yellowish 
mucus issuing from the os. Hypertrophy and erosion 
may or may not be present. Microscopic section 
shows: (1) hypertrophy of the glands; (2) blocked 
gland ducts; (3) small dilated cysts lined with low 
cubical epithelium; (4) areas in which the pavement 
epithelium has been shed; (5) round-cell infiltra- 
tion; and (6) a varying degree of fibrosis. 

_A bacteriological examination of the cervix in 
sixty-six cases showed a positive growth of bacteria 
in culture media at the end of twenty-four hours in 
92.5 per cent. The staphylococcus albus was found 
in 48.48 per cent, the staphylococcus aureus in 1.51 
per cent, streptococci in 6.06 per cent, and bacillus 
coli in 13.63 per cent. 

lhe staphylococcus albus was associated with the 
bacillus coli, streptococci, the gonococcus, and micro- 
coccus catarrhalis and tetragenus in about 20 per 
esi of the cases. Dermatitis was present in 18 per 
cent. 
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With regard to the treatment the author discusses: 
(1) drugs and caustics; (2) curettage; (3) douching; 
(4) trachelorrhaphy; (5) vaccines; and (6) ionization. 
In Burns’ opinion, ionization is the only scientific 
method of applying antiseptics to the cervical canal. 
Of thirteen cases in which the first swab was positive, 
only seven remained positive after one ionic applica- 
tion of 20 ma. for ten minutes, only five remained 
positive after the second application, and only two 
were positive after the third application. The 
technique of the treatment is as follows: 

The patient is placed in the dorsal position with 
the knees drawn up, and a medium-sized glass 
Fergusson speculum is passed until the cervix fits 
into its upper end. The os is then dried and cleaned 
by means of small sterilized gauze swabs. A swab 
for bacteriological purposes is taken from the cervical 
canal and the reaction of the canal is determined by 
means of litmus paper. A malleable zinc sound is 
then passed into the cervix for 1 to 11% in., and the 
speculum is filled with 0.5 per cent zinc sulphate 
solution. The zinc rod is connected with the positive 
pole of the galvanoset and the negative pole applied 
to the patient’s thigh by means of a metal plate 
superimposed on two or three pads of gauze and lint 
wrung out in warm water. The current is then 
turned on, raised to 20 ma., and allowed to run for 
10 to1s§ minutes. By the end of this time the os and 
the cervical canal will be coated with a thick white 
deposit. The zinc sulphate is then mopped out and 
gauze soaked in 1:1,000 acriflavine is introduced 
into the vagina. The gauze is removed in twenty- 
four hours. 

This treatment is repeated every seven days for 
three weeks, during which time no douching or inter- 
course is permitted. Three applications are usually 
sufficient to render the cervical canal sterile. 

Some of the patients complain of a slight backache 
for forty-eight hours. In one case, in which there 
was a history of gonorrhoea eighteen months pre- 
viously, an acute attack of pelvic inflammation was 
set up in forty-eight hours, and in one case of retro- 
flexion menorrhagia was made worse. 

Of the sixteen patients with evosion, two were 
definitely cured (no discharge for three to four 
months following the treatment); one developed 
acute pelvic inflammation; eight were benefited as 
far as the discharge was concerned but the erosion 
remained; two were not benefited at all; and three 
did not take the full course of treatment. 

Of the twenty patients without erosion, thirteen 
were cured (i.e., no discharge fer one to four 
months); two were not benefited (one had had a 
supravaginal hysterectomy previously and the other 
showed post-climacteric changes in the uterus and 
vagina); one became worse (retroflexion); and four 
did not take the full course of treatment. 

It appears from these results that cases with 
erosion are improved but not cured, while those 
without erosion are greatly benefited. Cases com- 
plicated by pelvic inflammation or displacement of 
the uterus are not suitable for ionic treatment. 
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For cases with erosion the author advises removal 
of the erosion and the lower two-thirds of the 
cervical canal by the Sturmdorf operation. Fourteen 
cases of chronic endocervicitis associated with ero- 
sion which resisted all forms of palliative treatment 
were entirely cured by this method. 

The article is summarized as follows: 

1. Chronic endocervicitis should be recognized 
as a distinct pathological entity apart from endo- 
metritis. 

2. Any discharge from the vagina which causes 
discomfort is pathological and usually is due to 
chronic infection of the cervical canal. 

3. The fact that a positive culture can be obtained 
in 92 per cent of cases proves that the condition is 
infective. In 50 per cent of the cases staphylococci, 
either alone or associated with some other organ- 
isms, are present. 

4. Applications of various drugs, douching, tam- 
ponade, etc., give only temporary relief because the 
antiseptics do not reach the infecting agents in the 
lumina of the glands. 

5. Ionization will cause marked improvement in 
cases in which erosion is not present. 

6. For cases with erosion the only method which 
will bring about a cure is the removal of the lower 
_ two-thirds of the cervical canal, including the 
erosion. Raymonp E. Warkins, M.D. 


Melson, O. C.: The Diagnosis of Cancer of the 
Uterus. Minnesota Med., 1923, vi, 110. 


Less than 50 per cent of the cases of cancer of the 
cervix or uterus coming to the Mayo Clinic are in the 
operable stage. In the series of cases studied the 
average duration of symptoms before clinical exam- 
ination was seven months; the shortest time was one 
week and the longest two years and ten months. In 
the operable cases the longest duration of sy:raptoms 
was twenty-five months, and the shoriest, three 
weeks. In the inopziable cases, the shortest dura- 
tion of symptoms was eleven days. 

In order of frequency, the primary symptoms of 
cancer of the uterus were a bloody discharge, wa- 
tery leucorrhoea, hemorrhage, intermenstrual spot- 
tings, profuse leucorrhoea, frequent and prolonged 
menstrual periods, profuse menstrual periods, pelvic 
or low abdominal pain, bleeding after intercourse, 
and burning urination. 

Any real advance in the treatment of uterine 
cancer must come through the medium of early 
diagnosis. Statistics show that in the early cases 
cure is the rule and recurrence the exception. 

The examination should be not only digital, but 
also visual. 


Hall, O. D.: The Use of Radium in Treatment of 
Cancer of the Cervix. J. M. Ass. Georgia, 1923, 
xii, 45. 

The accessibility of both the squamous-cell type 
of cancet of the cervix and the adenocarcinoma rend- 
ers them particularly well adapted to treatment by 
radium emanations. Reference is made by Hall toa 


report by Kelly and Burnham on the results of 
radium treatment in 213 cases. Of fourteen patients 
whose condition was operable, four are well from one 
to two years after the treatment. The remaining ten 
patients with an operable condition were operated 
upon and then given radium treatment. All are well 
from six months to three years later. Of the 199 
inoperable cases, 109 were greatly benefited and 
fifty-three were clinically cured. Of thirty-five 
patients of this group with primarily inoperable 
cancers, three have remained well for four years, two 
for three years, and seventeen for one year. Eight- 
een are clinically cured, having remained well for 
periods ranging from one to six years. Reports made 
in 1920 by the American Gynecological Society dis- 
cussed particularly whether operable cases should 
be treated with radium without primary surgery. 
Reports of cases so treated show results comparing 
very favorably with those obtained by surgery. 

Clark and Keen point to the excellent results ob- 
tained with radium with relatively slight danger, and 
state their belief that radiation should be considered 
proper treatment for the so-called operable as well 
as the inoperable carcinoma of the cervix. Janeway 
cites figures showing that up to 1916 only six women 
were reported as having survived carcinoma of the 
cervix for five years or longer. By the use of radium, 
cures continuing for two to four years have been 
effected in cases in which the lesion was too exten- 
sive for operation. A factor of importance is the 
greater ease with which women are induced to accept 
radium treatment than surgical procedures. 

Duncan states that relief from pain, hemorrhage, 
and offensive discharge as well as prolongation of 
life and a relatively high percentage of clinical cures 
follow radium treatment. 

Graves does not share in the condemnation of 
surgery in this type of case, but calls attention 
to the fact that surgical judgment as to what con- 
stitutes an operable case is of importance in deter- 
mining the results of operative treatment. 

The author divides his cases into four groups. 

Group 1 consists of cases in which the disease is 
confined to the cervix. These are treated with 2,000 


mg.-hrs. of radium, the radium being half the time © 


in the cervix and half the time in the vagina, packed 
well up against the cervix with gauze. Ulcer of the 
rectum or rectovaginal fistula may be caused if the 
rectum is not protected by packing. This treatment 
is repeated in five or six weeks. 

Group 2 includes inoperable cases with malignancy 
extending to the vaginal portion of the cervix, but 
with a movable uterus and no extension to adjacent 
organs. The danger in these cases is under-radiation. 
From 2,000 to 3,000 mg.-hrs. should be given at each 
treatment, with the technique used for Group 1. 

Group 3 includes the cases in which the broad 
ligaments and adjacent glands are involved. An 
attempt is made in these cases to control hemor- 
rhage and pain, and to lessen the foul discharge. ‘Ihe 
pain is often not relieved, but the other two symp- 
toms are greatly decreased. 
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Group 4 includes the postoperative recurrences. 
Of the cases reviewed, ten were in Group 1, forty- 
three in Group 2, fifty-eight in Group 3, and five 
in Group 4. All of the patients in Group 1, twenty- 
six of those in Group 2, four of those in Group 3, and 
two of those in Group 4 are still living. 
V. E. Dupman, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Hoon, M. R.: Fibromata of the Ovary. Surg., 
Gynec. & Obst., 1923, XXXVi, 247. : 

In the Mayo Clinic from January 1, 1910, to Aug- 
ust 1, 1921, fifty-five fibromata of the ovary not 
associated with other pathologic conditions were 
removed at operation. The diagnosis was confirmed 
by microscopic examination in every case. During 
the same period a total of 4,175 tumors of the ovary 
were removed. One hundred and forty-nine (3.5 per 
cent) of these were fibromata, but ninety-four were 
associated with cysts, either benign or malignant, 
or fibromata of the uterus, etc., for which the opera- 
tion was performed. The incidence of ovarian fibro- 
ma is usually given in the literature as 2 per cent. 

Infection, hemorrhage, hyperemia, inflammatory 
processes, and keloid formation may be factors in 
the origin of fibromata of the ovary. They are found 
at any age after puberty, but more often develop 
near the time of the menopause. In the series of 


cases reviewed the youngest patient was 18 years of 
age and the oldest 73. Twenty-six were menstruat- 
ing, three were at the menopause, and twenty-six 
had passed the menopause. As arule, menstruation 


is not affected by this condition, but the meno- 
pause may be delayed. 

The symptoms are subjective and objective. The 
most common subjective symptoms are pain, dys- 
uria, and frequency, constipation, and pain on def- 
ecation. Objectively, the tumor is usually mov- 
able, but may be fixed by adhesions. The growth 
had been present for from a few months to thirty 
years, although in some cases the patient was 
unaware of even a large tumor. 

Pain was present in thirty-three of the fifty-five 
cases. The tumor was movable in fifty-one. As- 
cites was present in fourteen (25 per cent), in amounts 
varying from 0.5 to 16 liters. In fifty-three cases the 
tumor was unilateral. 

The diagnosis depends on the presence of a uni- 
lateral tumor of the pelvis, non-fluctuating, and 
separate from the uterus. In the differential diag- 
nosis, pedunculated fibromyoma of the uterus, solid 
carcinoma, and solid sarcoma of the ovary, adeno- 
myoma, etc., must be considered. In the presence of 
ascites, cirrhosis of the liver, abdominal malignancy, 
tuberculosis, etc., must be considered. 

lhe treatment is surgical. Radium and the roent- 
gen ray should be reserved for cases in which opera- 
lion Is contra-indicated on account of coexistent con- 
ditions such as serious cardiac lesions and nephritis. 

he prognosis is good following surgical removal. 
Preoperatively, and when the patient refuses opera- 
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tion, the prognosis is influenced by the possibility of 
twisted pedicle, gangrenous peritonitis, or malignant 
degeneration. 

The following conclusions are drawn: 

1. Fibromata of the ovary may occur at any age 
after puberty; they constitute 3.5 per cent of all 
ovarian tumors. 

2. There may be comparatively few symptoms, 
and the tumor may be present a long time without 
the patient’s knowledge. 

3. Ascites and tumor of the pelvis do not neces- 
sarily mean abdominal malignancy. 

4. The treatment is surgical. All ovarian tumors 
should be operated on as soon as diagnosed. 

5. The prognosis is good after operation. 

6. Subsequent menstrual function is as normal as 
can be expected following unilateral ovariotomy. 

7. Normal pregnancy may occur in women of 
child-bearing age when only one ovary or one ovary 
and one tube have been removed. 


EXTERNAL GENITALIA 


Markoff, N. W.: Bilateral Resection of the Puden- 
dal Nerves for Vulval Pruritus (Doppelseitige 
Resektion der Nervi pudendi interni bei Pruritus 
vulvae). Russk. Gynaek. Westnik, 1921, i, 183. 


The author reports a severe case of vulval pruritus 
in a virgin 43 years of age which proved refractory 
to numerous therapeutic measures. Finally the 
method of Kocher was used. Both internal pudendal 
nerves were exposed by dissection and the branches 
running to the genitalia were teased out with forceps. 
This resulted in anesthesia of the labia, but did not 
affect the normal sensibility of the anal region. The 
pruritus entirely disappeared. Koenic (Z). 


MISCELLANEOUS 


Curtis, A. H.: The Diagnosis and Relief of Steril- 
ity. J. Am. M. Ass., 1923, 393. 


Laboratory study combined with clinical evidence 
leads Curtis to the conclusion that, in the absence of 
clinica!ly demonstrable pelvic pathology, sterility is 
nearly always due to infection. Detailed study of 
grossly unaltered or slightly adherent fallopian tubes 
reveals that the mucosa is often crippled by healed 
inflammatory changes. 

When opening of the abdomen in indicated in 
cases of sterility, air inflation of the fallopian tubes 
by means of a Luer syringe is performed as a routine, 
provided active infection is not found. By this 
simple procedure the presence of otherwise unde- 
monstrable obstructions within the tube may be dis- 
covered, minor strictures may be overcome by for- 
cible syringe pressure, the anatomical limitations of 
grossly palpable obtruction, possibly amenable to 
plastic operation, may be more definitely determined, 
and, at the completion of plastic operations on the 
tube, the patency of the lumen may be tested. 

The author finds also that tubal inflation magnifies 
the regional anatomy, thus facilitating the study of 
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congenital defects and individual variations in tubal 
structure. ‘Lane kinks” of the peritoneal covering, 
previously unrecognized small diverticula, and other 
deviations from the normal are frequently revealed. 


Von Albertini, A.: The Association of Different 
Malignant Tumors and Tuberculosis in the 
Same Organ (Kombination verschiedener maligner 
Tumoren mit Tuberkulose im selben Organ). 
Schweiz. med. Wehnschr., 1922, lii, 1004. 


Von Albertini reports an unusual case in which two 
very different kinds of malignant tumors and 
tuberculosis were found. This combination was ob- 
served once by Hildebrand in the lung. In the 
author’s case chronic tuberculosis of the adnexa was 
associated with a carcinoma of the vaginal portion 
of the cervix and with a sarcoma of the fundus of the 
_— which was surrounded by fresh miliary tuber- 
cles. 

Very extensive statistics have led to the common 
belief that there is a certain excluding relationship 
between carcinoma and general tuberculosis. On 
the other hand, it must be assumed, on the basis of 
the literature and Ribbert’s theory, that tuberculosis 
may predispose to the development of carcinoma. 
The author does not believe that in his case there 
was any reciprocal relationship between the older 
tuberculous disease of the adnexa and the neighbor- 
ing carcinoma of the vaginal portion of the cervix, 
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but he admits that there may have been a rel:tion- 
ship between the sarcomatous nodule in the fundus 
of the uterus and the fresh miliary tubercles in its 
vicinity. He holds the view that the sarcoma ob- 
structed the local lymphatic circulation so that the 
tubercle bacilli circulating in the lymph were ar- 
rested and their development was favored. 
BRUNNER 


Sellheim, H.: An Explanation of the Axial Torsion 
of Internal Organs and the Twisting, Encircl- 
ing, and Knotting of the Umbilical Cord 
(Erklaerung der Achsendrehung innerer Organe so- 
wie der Drehung, Umschlingung und Verknotung 
der Nabelschnur). Muenchen. med. Wehnschr.. 1922, 
Ixix, 1237. 

Sellheim takes as an example the axial torsion of 
ovarian tumors. He attributes the twisting of the 
pedicle to habitual motion of the body or sudden 
external violence. The twisting of the pedicle of an 
abdominal tumor occurs more easily the more fluid 
the contents of the tumor. The axial torsion of tubal 
swellings and that of the myomatous, pregnant, or 
puerperal uterus and the uterus in the process of 
delivery is explained in the same way. The twisting 
tendency is opposed by friction which may prevent 
axial torsion. The twistings of the human umbilical 
cord are attributed to the transmission of the move- 
ments of the mother. LINDEMANN (Z). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Welz, W. E.: True Eclampsia and Renal Eclampsia. 
J. Michigan State M. Soc., 1923, xxii, 71. 


Renal eclampsia is divided into two types, that 
following chronic interstitial nephritis and that fol- 
lowing chronic parenchymatous nephritis. 

A history of nephritis may or may not be given 
in a case of renal eclampsia. Not infrequently renal 
injury occurred in infancy following an infectious 
disease, or has not been recognized, though present, 
during a period of illness antedating pregnancy by 
years. In cases of renal eclampsia due to interstitial 
nephritis the first half of pregnancy is characterized 
by a high blood pressure, polyuria, low specific grav- 
ity of the urine, very slight albuminuria, and, rarely, 
the presence of casts in the urine. The functional 
capacity of the kidney is decreased early and the 
decrease becomes more marked as the toxicity in- 
creases. Nocturia is usually present. There is slight 
or no edema. As pregnancy advances, especially 
during the last four months, there is a considerable 
increase over the average high blood pressure for the 
patient. The systolic pressure commonly rises to 
between 200 and 300 mm. After delivery the drop 
in pressure is not great, the high average present 
before pregnancy being maintained. Cardiac hyper- 
trophy is always present. There is a tendency to 
cerebral haemorrhage as well as retinal hemorrhage 
and optic disc atrophy. There are apt to be con- 
tinuous headaches. The blood examination usually 
shows an increase of non-proteid nitrogen. The uric 
acid increases first, then the urea, and last the 
creatinin, just as in uremia. Before the onset of 
convulsions, subjective signs, particularly amaurosis, 
give warning. These women frequently miscarry or 
give birth to premature stillborn infants without con- 
vulsions. After delivery all the cardinal symptoms 
of chronic interstitial nephritis remain. 

Renal eclampsia due to chronic parenchymatous 
nephritis follows a different course from that result- 
ing from chronic interstitial nephritis. There is 
usually a history of nephritis of the tubular type. 
In the severe cases there are typical symptoms of 
this condition before pregnancy begins. These con- 
sist of slightly increased blood pressure, a pasty com- 
plexion, slight anemia, slight oedema, a decrease in 
the urinary output, and the presence of casts and a 
considerable amount of albumin in the urine. When 
the renal damage is slight, these symptoms may be 
absent or too poorly developed to attract the notice 
of the medical attendant. The blood pressure at 
the beginning of pregnancy may be so little above 
normal as to deceive regarding the presence of renal 
damage. The pressure runs the typical curve of 
toxicity as in true eclampsia, returning to the nor- 


mal for the patient after recovery. The pressure 
does not rise so high as in the other forms of tox- 
zmia, and at the peak attains a level which is lower 
than that of true eclampsia and much lower than 
that of renal eclampsia of the glomerular type. 

(Edema is the most prominent symptom of this 
type. If it is not present at the beginning of 
pregnancy, it appears during the first few months. 
Usually it begins at the feet and gradually rises to 
the trunk. (£dema of the face and hands develops 
as the condition advances. As the kidneys fail in 
function, anasarca develops. (Edema of the lungs 
is apt to appear suddenly. After recovery there is 
gradual resorption of the fluid. During the stage of 
increment the retention of fluid in the body causes 
a decided increase in weight. With recovery there 
is a loss of weight up to 60 or 70 lbs. Abnormal 
urinary symptoms are always present at the begin- 
ning of pregnancy. Serum albumin is found in vary- 
ing quantities from a trace to a very heavy deposit. 
As renal insufficiency develops, the percentage of 
albumin greatly increases. As cedema develops the 
output of urine is decreased. Casts are found in 
considerable numbers. At the stage of greatest in- 
sufficiency, red blood cells are usually found in the 
urine. Phenolsulphonephthalein tests indicate a 
very low renal functioning capacity. In marked 
cases albuminuric retinitis develops. There is a 
tendency for pregnancy to end prematurely. Recov- 
ery after the termination of pregnancy leaves the 
patient with characteristic symptoms of parenchy- 
matous nephritis. 

It is not always possible to distinguish the two 
types of renal eclampsia. Cases of true eclampsia 
are difficult to differentiate from renal eclampsia 
because they come under the observation of the 
obstetrician at the height of the disease, but true 
eclampsia is not difficult to diagnose if one is able to 
follow the case from the beginning of pregnancy 
through labor and the puerperium. The develop- 
ment of the toxic state during pregnancy and the 
recession to normal after delivery are very charac- 
teristic. True eclampsia is difficult to prevent, but 
the milder type can be controlled to a degree suffi- 
cient to prevent convulsions: 

The prognosis is always graver when convulsions 
and coma develop. Women recovering from con- 
vulsive seizures return to their normal physical condi- 
tion without impairment of vascular or renal func. 
tion. Future pregnancies are not subject to eclamp- 
tic toxemia and should terminate favorably for the 
mother and child. The fetal prognosis is grave even 
when convulsions do not occur. 

Proper prenatal care will prevent most convulsive 
seizures and almost eliminate maternal mortality. 
Individualization must be the shibboleth in the care 
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of all toxic cases in late pregnancy. As soon as pos- 
sible the type of toxicity should be determined. The 
care follows the lines of prophylaxis. 


C. H. Davis, M.D. 


Davidson, H. J.: A New Procedure in the Treat- 
ment of Eclampsia. Surg., Gynec. & Obst., 1923, 
Xxxvi, 280. 


In this article the author presents additional evi- 
dence’ of the value of giving large amounts of fluid 
by mouth in the treatment of eclampsia. 

When water is given by hypodermoclysis, it adds 
to the stagnant supertoxic fluids already in the tis- 
sues and tissue spaces, is absorbed slowly, and reaches 
the liver and kidneys fractionally. When given 
by rectum it is slowly absorbed, if retained, enters 
the hemorrhoidal and inferior mesenteric circula- 
tion from viscera with poor absorption, and passes 
only in part by way of the portal. Water given by 
intravenous administration is disseminated through- 
out the systemic circulation, reaching the portal cir- 
culation greatly diluted and in fractional parts after 
having passed through two sets of capillaries, those 
of the lungs and those of the splanchnic area. Water 
given by way of the stomach is absorbed directly 
into the portal system and conveyed in highest con- 
centration to the liver, yielding the greatest amount 
of electrolyte in highest concentration in a minimum 
of time. It is a significant fact that, in health, water 
is excreted by the kidneys more promptly if it is 
given by mouth than if given any other way. In 
further study of the biochemistry of water it may be 
found that it is not easily excreted by the kidney 
until it has been acted upon by the liver by way of 
the portal circulation. A surprisingly large quantity 
will be assimilated in a brief time. That most of the 
water taken by mouth is absorbed into the portal 
circulation is evident from the fact that however 
much is ingested, the stools do not become watery. 

The author’s treatment in postpartum eclampsia 
consists in first giving a large dose of morphia by 
hypodermic injection, 0.5 to 1 gr., repeated as indi- 
cated. Every four hours 1 to 1.5 liters of water is 
introduced into the stomach through the tube, the 
larger quantity unless signs of retching supervene, 
in which case the tube is quickly withdrawn. Regur- 
gitation or vomiting has never occurred in the 
author’s cases and he has never given less than a 
liter. In some instances the quantity has approached 
2 liters. In a total of more than seventy gavages 
he has never recovered a drop of water introduced 
four hours previously. One to one and a half ounces 
of Epsom salts is given twice in the twenty-four 
hours, and 20 gr. of potassium acetate and citrate or 
some alkaline diuretic is administered with each 
gavage. Excessive bedclothing, artificial heat, hot 
packs, and bleeding are all discarded. By the 
method described, perspiration is obtained more 
promptly and far more copiously than by the old 
procedures. 

The simplicity of the procedure makes efficient 
treatment possible in the poorest home. The flat- 
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ulence is combated by means of esserin, pituitrin, 
hot stupes, and enemata. Cardiac stimulation js 
given if indicated, and spinal puncture is done jf 
vision is affected and the eyegrounds show cedema of 
the disk. In cases of prepartum eclamptic convul- 
sions the author regards it as advisable to use the 
duodenal tube as the stomach probably will not 
retain 11% liters of water at once, while it is very 
easy to introduce that amount into the duodenum in 
a very short time. The tube may be left in situ if 
attendants can prevent its withdrawal. 

In the series of twelve cases there were no mater- 
nal deaths. One child was lost because, following 
the cesarean section necessary for its delivery, the 
physicians were so intent upon the mother that they 
failed to give the nurses explicit instructions regard- 
ing its care. This child died after a convulsion when 
it was twenty-four hours old. —_—C. H. Davis, M.D. 


Mussey, R. D.: Uterine Fibromyomata Compli- 
cating Pregnancy. Minnesota Med., 1923, vi, 256. 
The relative frequency of uterine fibromyomata 
is one to every eight white women and one to every 
three colored women. Fibromyomata are probably 
one of the causes of sterility. The writer reviews 
tor cases of fibromyoma complicating pregnancy. 
Many women with uterine fibromyomata compli- 
cating pregnancy have no symptoms, but as most of 
those in the series sought advice on account of ill 
health, the percentage having symptoms was rather 
high. Pelvic or low abdominal discomfort was the 
chief complaint, this being present in 75 per cent. 
Occasionally it is impossible to establish ithe 
diagnosis of early pregnancy in the presence of a 
uterine tumor. The importance of a careful history 
of the menstrual flow and of the rapidity of enlarge- 
ment of the tumor is emphasized. In cases of doubt 
a waiting policy is recommended. The effects of 
pregnancy on fibromyomata are mentioned, namely, 
an increase in size with occasional incarceration of 
the tumor, torsion, degeneration, etc. The effects 
of fibromyomata on pregnancy may be miscarriage, 
haemorrhage, dystocia, or puerperal complications. 
The treatment of these cases is expectant and 
operative. Expectant treatment was given in 69 
per cent of the cases, a report of which records 
seventeen miscarriages, ten premature labors, and 
thirty-six living babies. A follow-up of these cases 
revealed that only seventeen had operations for the 
tumor after confinement. The operative treatment 
included myomectomy in fifteen cases and a ca- 
sarean or Porro-cesarean operation in eleven cases. 
There were seven hysterectomies, three on uterl 
containing a macerated fetus; two in cases in which 
pregnancy was suspected but not definitely diag- 
nosed until the uterus containing a degenerated 
tumor had been removed and opened; and two in 
cases in which pregnancy was not suspected until 
the tumor and uterus had been removed. From 
January, 1910, to January, 1922, there were 4.654 
hysterectomies for benign uterine tumors and 741 
myomectomies on non-pregnant uteri. 
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The author draws the following conclusions: 
Most women with fibromyoma of the uterus pass 
through pregnancy and confinement without alarm- 
ing symptoms and may be treated expectantly. 

A careful history of the menstrual flow, with 
special note of the exact day and description of the 
last menstrual period, is of the utmost diagnostic 
importance in the examination of women with 
fibromyoma of the uterus, especially if the tumor 
is enlarging rapidly. 

If there is the least doubt concerning the possibil- 
ity of pregnancy the diagnosis should be delayed for 
several weeks or months, if necessary unless the 
symptoms are such that delay is dangerous. 

An operation for fibromyoma of the uterus asso- 
ciated with pregnancy is sometimes indicated before 
the period of viability. This may be an abdominal 
exploration or a myomectomy. Exploration of this 
type of tumor might be made more freely; myomec- 
tomy is sometimes definitely indicated and the in- 
cidence of miscarriages following it is not unduly 
high. Hysterectomy is rarely indicated before the 
period of viability and should be resorted to only 
when the symptoms are alarming. It has not been 
necessary to advise hysterectomy prior to the 
period of viability in any case in which a diagnosis 
of fibromyoma complicating pregnancy with a 
living fetus was established. 

The operation of election where operation is 
indicated is a Porro-cesarean or cesarean section 
at term. 


Arey, L. B.: The Cause of Tubal Pregnancy and 
Tubal Twinning. Am. J. Obst. & Gynec., 1923, v, 
163. 


The production of twins, separate or conjoined, 
and all non-hereditary malformations of organs and 
parts are reducible to a single causative factor, 
namely, a properly timed developmental arrest. 
This generalization constitutes one of the most not- 
able contributions to modern embryology. 

The fertilized ovur ordinarily takes a week or 
more in its passage tc he uterus. During this period 
it does not normally secome attached to the uterine 
tube. Any change which delays it in its progress 
favors tubal pregnancy. Impediments include ab- 
normal diverticula, double tubes, kinking of the tube 
through adhesions, adherence of the mucosal folds 
(follicular salpingitis), epithelial diverticula, and im- 
pairment of the ciliated cells. Delay may occur also 
from migration from the opposite ovary. Since 
tubal implantation is definitely associated with pre- 
ceding inflammatory changes, it follows that the 
mucosa has been injured, but at the time implanta- 
tion is possible the inflammation must be largely 
healed. After the ovum is taken up by the mucous 
membrane at the outer end of the tube, its fate 
varices’ When there is impairment of the ciliated 
cells it may be delayed in its progress until it be- 
comes too large to pass into the uterus through the 
harrow portion of the tube. In other cases it wan- 
ders into blind pockets or epithelial diverticula. 
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More commonly, it is transported to the middle of 
the tube, where inflammation and follicular sal- 
pingitis are most common, and there becomes lodged 
because the ciliated cell can carry it no further. 

When blocked, the ovum may attack the tubal 
wall. In the meantime it has attained a later stage 
of development than is usual at implantation. 
Therefore, if such delayed implantation occurs with 
the establishment of tardy or inadequate oxygen 
relations at the critical moment for twinning, two 
embryonic axes assert themselves, as in the fish, 
chick, and armadillo, and monochorial twins result. 
This sequence of events is assumed from the applica- 
tion of Stockard’s discovery to the known condition 
of the tube and ovum in tubal pregnancy and helps 
to account rationally for the preponderance of single- 
ovum twin pregnancies in the tube as compared 
with the uterus. 

The production of uterine monozygotic twins and 
monsters is doubtless closely allied with, or even 
indirectly dependent upon, the same tubal condi- 
tions. A nearly healed or structurally modified tube 
may deliver the ovum to the uterus, although tard- 
ily; inflammation of the uterine mucosa alone may 
produce the same result. To what extent these fac- 
tors operate separately and in combination must 
remain unsettled. 

There is a demonstrable frequency of faulty im- 
plantations in tubal pregnancies. Under such con- 
ditions Mall failed to find a typical decidua; hence 
the possibility of checking hemorrhage by the forma- 
tion of a dam between the lips of the villi and the 
eroded mucosa is foregone. Numerous hemorrhages 
result, which form old clots between the villi. “Even 
the best of specimens frequently show such extensive 
hemorrhage around the chorion and such marked 
degeneration of the villi that it is a wonder the ovum 
continues to grow normally.” Permanent or tem- 
porary setbacks occurring while the chorion is strug- 
gling to overcome natural deficiencies in its nidus 
are sufficient to account both for excessive twinning 
and for the observed double frequency of malforma- 
tions in these specimens over the uterine group. 

Studies of normal and pathologic tubal implanta- 
tion convinced Mall that the primary causative fac- 
tor of such monsters is faulty implantation which 
prevents an adequate transfer of nutriment. Stock- 
ard agrees regarding the primary element but from 
his experimentation is forced to believe the activat- 
ing cause is a lack of sufficient oxygen. 

E. L. Cornett, M.D. 


Hawks, E. M.: Immediate Versus Delayed Opera- 
tion in Cases of Collapse Following Ruptured 
Ectopic Pregnancy. Surg., Gynec. & Obst., 1923, 
XXXVI, 232. 

The proper time for operation in cases of collapse 
due to ruptured ectopic pregnancy is still in dispute. 
Of 824 cases of ruptured ectopic pregnancy reviewed 
by the author, 187 showed collapse. One hundred 
and thirteen of these urgent cases were operated up- 
on immediately. Of the remaining seventy-four 
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patients, ten died of hemorrhage unoperated upon. 
Three of the ten, through errors in diagnosis, did not 
receive regular palliative treatment. Omitting 
these three, the number of deaths in critical cases 
treated expectantly was seven (10 per cent). 

The Medical Examiner’s Office has recorded 
twenty-one deaths from hemorrhage in the last four 
years. The records of the Board of Health of the 
Borough of Manhattan show that in 1921 there were 
twenty deaths from ectopic gestation, and that five 
of the twenty women died of haemorrhage unoperated 
upon. Fatal hemorrhage, therefore, occurs with 
sufficient frequency to warrant an attempt at imme- 
diate operation to prevent it. 

In 113 cases operated upon immediately there 
were ten deaths, a mortality of 8.8 per cent. It 
would seem that better results were obtained from 
the immediate operation than from expectant treat- 
ment and deferred operation. In recent years 
methods of treatment have been so greatly improved 
that advocates of either procedure are loath to use 
statistics more than ten years old. In the twenty- 
one critical cases operated upon at the New York 
Hospital during the past six years there was one 
death. This was due to cerebral embolism and 
pneumonia and occurred on the fourth day after the 
operation. H. W. Fink, M.D. 


Good, F. L., and Richards, T. K.: Ovarian Preg- 
nancy. Surg., Gynec. & Obst., 1923, xxxvi, 239. 


The authors’ patient complained of pain in the 
lower abdomen and loins. Her temperature, pulse, 
and blood pressure were normal. She had had one 
previous full-term pregnancy. Amenorrhoea be- 
gan thirteen months before her entrance into the 
hospital and persisted for eight months. For the 
past five months the periods had been regular. Phys- 
ical examination was essentially negative except for 
the presence of a tumor the size of a six or seven 
months’ pregnancy in the lower mid-portion of the 
abdomen. The cervix was not taken up and the os 
admitted one finger. 

At operation the uterus was found normal in size 
and anterior to a tumor associated with the left 
ovary. The right tube and ovary were normal. The 
tumor was adherent to the lower end of the broad 
ligament and bladder in front and to the omentum 
and intestines. It appeared to be a large ovarian 
cyst with a pedicle thicker than is usual. When the 
sac of the tumor was opened a full-term fetus sur- 
rounded by foul-smelling puriform amniotic fluid 
was exposed. It was impossible to find any ovarian 
tissue on the left side. 

The specimen was a slightly oval mass measuring 
21 by 19 by 11 cm.and weighing 2,520 gm. (5% lbs.). 
The fetus was well developed. The legs, hands, and 
finger nails were perfectly formed, and there was no 
evidence of gill clefts or other embryonic structures 
indicating prematurity. The placenta was attached 
to the inner wall of the mass at the end opposite the 
head. Microscopic sections taken from many places 
showed nothing but dense fibrous tissue, corpora 


lutea, and a few distended ovarian follicles. In one 
series of sections a cross-section of the oviduct was 
found. The tube was intact but the fimbriated end 
was spread out over the mass. Apparently the fim- 
briated end had become attached to the ovary at 
some previous time so that when the ovum became 
impregnated and the ovary enlarged, the tube be- 
came stretched across the surface of the organ and 
was caught in the fibrous tissue eventually formed. 
H. W. Fink, M.D. 


LABOR AND ITS COMPLICATIONS 


Haynes, L. W.: Acute Complete Inversion of the 
Uterus. J. Michigan State M. Soc., 1923, xxii, 75. 


One of the important predisposing causes of 
acute complete inversion of the uterus is to be found 
in the fundal attachment of the placenta, as first 
suggested by Thorn. Haynes believes, however, that 
too great emphasis has been given to errors in the 
conduct of labor for if undue pressure on a relaxed 
uterus from above or too great traction on the cord 
were of great importance we would hear of many 
more cases than we do. If the figures the author has 
collected are of any value they show that the con- 
dition is becoming more frequent in spite of con- 
tinued improvement in obstetrical technique. 

Inversion has occurred twice in subsequent labors 
in the same patient when all precautions were taken 
to prevent it. Carruthers reports two inversions in 
the same woman in consecutive labors. This would 
lead to the assumption that in some cases there is a 
special predisposition. 

The diagnosis of acute complete inversion is not 
difficult. As a rule the process of inversion is com- 
plete in a few seconds. One subjective symptom is 
pain. In the case reported by the author the patient 
was under ether anesthesia but she made several 
sharp cries as if in great agony. In cases of mild 
subacute and incomplete inversion this symptom 
is not often present. 

The second symptom is that of shock out of all 
proportion to the amount of blood lost. The pulse 
becomes small and quick. Some writers attribute 
the collapse to the reduction of pressure in the abdo- 
men. In Haynes’ opinion this is not a good explana- 
tion. Herman has suggested that it is due to 
strangulation of the uterus and sudden exposure 
of the sensitive internal uterine surface. 

In earlier years about three of every four women 
so affected died. More recently most writers give 
the figures as one in four. 

The author considers the treatment under two 
separate headings: (1) when shock is severe, and 
(2) when shock is not severe. In severe shock he 
removes the placenta if it is attached and gently 
presses the uterus into the vagina. The hemorrhage 
is stopped by a hot saline douche, by giving 12 to! 
c.cm. pituitrin, and, if necessary, by constricting 
the uterus just below the cervix with a piece of 
sterile rubber tubing. The usual treatment ‘or 
shock is then given. When the patient has rallied 
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sufficiently, replacement is attempted. Deep ether 
anesthesia should be used. The lithotomy position 
is helpful. The left hand is placed over the lower 
abdomen while the right hand is passed into the 
vagina behind the uterus, grasping it and gently 
pushing upward and forward toward the left hand. 
If necessary, the pressure is kept up for ten to 
twenty minutes. In cases in which such manceuvres 
are not successful it is best to pack the vagin: or 
use a bag or repositor. When these fail, a ;, .1e- 
cological procedure is necessary. 

When shock is slight, the uterus should be replaced 
at once if possible. C. H. Davis, M.D. 


Waldstein, E.: The Classical Cesarean Section 
under Anesthesia with Temporary 
Fixation of the Uterus (Klassische Kaiserschnitte 
in Lokalanaesthesie mit temporaerer Fixation des 
Uterus). Wien. klin. Wehnschr., 1922, xxxv, 825. 


In 1914, Traugott and Jurié reported on cesarean 
sections they performed under local anesthesia. 
No doubt this has been done frequently since then 
but has not been reported in every case. 

The author reports three cases in which the gen- 
eral condition (severe pulmonary tuberculosis in one 
and decompensated mitral stenosis in two) made it 
necessary to perform a cesarean section under local 
anesthesia. After the administration of 0.02 gm. of 
morphine the abdominal skin and the parietal 
peritoneum were infiltrated with 50 to 60 c. cm. of a 
0.5 per cent solution of novocaine with the addition 
of a few drops of adrenalin solution. It is very im- 
portant to prevent the protrusion of the abdominal 
contents during the operation. Therefore the author 
applied tenacula to the uterus before incising it as in 
this way he was able to close off the wound in the 
abdominal wall as if with a pad and to prevent the 
entrance of amniotic fluid into the abdominal 
cavity and traction on the uterine ligaments. 

ScHUBERT (Z). 


NEW-BORN 


Greenhill, J. P.: The Association of Fetal Mon- 
strosities and Deformities with Placenta Pre- 
via. Surg.,Gynec. & Obst., 1923, XXXVi, 227. 


To fifteen cases of the association of fetal mon- 
strosities with placenta previa which he found 
reported in the literature the author adds six others, 
including two of his own. 

In explanation of such cases Greenhill states that 
for some reason the ovum is implanted in the lower 
uterine segment, that when this occurs the relation 
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between the placenta and the fetus is faulty, and 
that the faulty relationship is responsible for the 
arrest of development. 

Thirteen of the twenty-one monsters mentioned 
in this article showed cranial or intracranial defects. 
According to Mall, the heart or the central nervous 
system is the first to be destroyed in the embryo. 

In conclusion the statement is made that since 
fetal monsters are not infrequently associated with 
placenta previa, it is advisable, when cesarean sec- 
tion is contemplated in cases of placenta previa, to 
attempt to ascertain by physical and X-ray examina- 
tion whether the fetus is deformed or not. 

H. W. Fink, M.D. 


Weverinck: Intraperitoneal Infusion (Ueber intra- 
peritoneale Infusionen). Deutsche med. Wchnschr., 
1922, xlviii, 1577. 

The author used intraperitoneal infusion at the 
Children’s Clinic at Dusseldorf for the quick admin- 
istration of water to water-impoverished nurslings. 
Seventy-two infants were treated in this manner and 
more than 100 injections were given. Sixty of the 
infants died and twelve recovered. In one case 
peritonitis, and in another, shock developed. The 
condition for which the treatment was given was 
in most cases a severe intoxication with atrophy 
and dysentery. In dermatitis or sepsis, subcutaneous 
infusion or drip infusion was chosen. 

In the intraperitoneal infusion the site of injec- 
tion is the middle or lower third of a line from the 
navel to the spine of the ilium. The skin is disin- 
fected with alcohol, ether, or iodine. A 100- to 200- 
c.cm. syringe fitted with a long injection tube with 
its point cut off short, and a rubber tube or connect- 
ing piece is used. The skin is not divided with a 
scalpel or scissors. The layers of the abdominal wall 
are penetrated by slight pressure. The fluid in- 
jected is physiological salt solution, Klinger’s solu- 
tion or, less frequently, a 10 per cent solution of 
glucose. The youngest infants are given from 100 
to 200 c.cm., and older children, 400 c.cm. After 
the injection, hot packs are applied to favor absorp- 
tion, and adrenalin and caffeine are given. 

Although it does not always save life in cases of 
severe nutritional disturbances, the author believes 
that the intraperitoneal infusion of fluid is to be 
preferred to its subcutaneous administration because 
of its simplicity, certainty, and painlessness. The 
danger of peritonitis is slight, even in the most 
severe cases in which the resistance of the body is 
low. Strict asepsis, however, is essential. 
SonntAs (Z). 
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ADRENAL, KIDNEY, AND URETER 


Hammer, H.: A Case of Bilateral Subacute Sup- 
purative Pneumococcic Paranephritis (Ein Fall 
von beiderseitiger, subakuter, eitriger Paranephritis 
pneumococcica). Ztschr. f. urol. Chir., 1922, xi, 1. 


The author reports a case terminating fatally in 
which there was moderate fever associated with 
puffiness of the face, dyspnoea, cramp-like abdominal 
pain, and anuria. Cystoscopic examination showed 
an obstruction in the left ureter; the right ureter was 
normal. 

Atautopsy, a gelatinous, suppurative inflammation 
of the capsule was found around both kidneys; there 
was also a pyelonephritis. Pneumococci were the 
cause of this unusual type of suppuration. The fact 
that the process ran an insidious course for months 
was probably due to the nature of the excitant. 

Rost (Z). 


Sears, N. P.: A New Method of Making Uretero- 
pyelograms. Surg., Gynec. & Obst., 1923, xxxvi, 
274. 

The advantages of the technique described are that 
it is simple, the ureter is filled from below without 
disturbance of its natural course by the passage of 
the catheter, and reflux of solution about the catheter 
is prevented. 


A wax spindle about 2.5 mm. in diameter is placed 
on the whistle-tip catheter about 1 to 1.5 cm. from 
the tip. The catheter is threaded back through the 
cystoscope in the usual way of passing wax tips de- 
scribed by Harris and Hinman, and the instrument is 
introduced, the catheter with the bulb being passed 
into the ureter to be studied so that the bulb is held 


by the bladder wall. The tip of the whistle-tip 
catheter is thus permitted to enter the ureter. The 
other side is also catheterized, urine being collected 
from each for study. The patient’s shoulders are 
elevated slightly and a 14 by 17 X-ray plate is placed 
under the back so that it inclines downward at an 
angle of about 10 to 15 degrees. The ureter and 
pelvis are then gently filled in the usual manner. 

If the patient is flat on his back the upper ureter 
does not fill, probably because, after crossing the 
iliac crest, the fluid flows rapidly to the pelvis and 
causes the pain of distention, prohibiting further 
injection. The Trendelenburg position permits the 
kidney to fall upward; it thus disturbs its usual 
position and does not give true information. After 
the picture is taken the catheter may be passed up 
or, if the bulb interferes, another catheter may be 
passed to drain the fluid in place of the opposite one, 
which may be removed. However, the fluid usually 
flows back more quickly when the catheter is low in 
the ureter than when the older method is used. 


By this technique accurate information regarding 
stricture or kink can be obtained and obscure causes 
of pain can be located. C. R. O’CRow Ley, M.D. 


Fullerton, A.: Aches and Pains of Renal Origin. 
Canadian M. Ass. J., 1923, xiii, 85. 

The author reviewed the records of over 1,500 
successive cystoscopies to determine whether the 
condition of the kidney or ureter or the site of the 
lesion could be correlated with pain of a particular 
type or distribution. He found that the most ex- 
tensive disease of the kidney may not cause any 
pain whatever, and that, on the other hand, very 
slight pathology may be associated with almost un- 
bearable agony; also that the same condition may 
cause only slight discomfort in one case, while in 
another it causes pain of a very severe character 
radiating to the utmost terminations of the peripheral 
nerves. 

Pressure on the normal kidney produces pain of 
a sickening character, which is less severe but similar 
to that of pressure on the testis or ovary. The pelvis 
and ureter are highly sensitive. Distension of the 
pelvis is definitely painful. Certain reflex phenom- 
ena, such as nausea, vomiting, pallor, and cold 
sweats associated with disturbance of the pulse or 
respiration, commonly accompany the pain in the 
renal pelvis. In pathologic conditions the sensitive- 
ness of the kidney and ureter may be profoundly 
altered. 

Papin and Ambard classify renal pain as follows: 
(1) that due to mechanical or traumatic causes such 
as distension of the ureter, pelvis, and calices, dis- 
tension of the parenchyma in the capsule by con- 
gestion or oedema of the kidney, the contact of a 
foreign body with the walls of the pelvis or calices, 
dragging of the pedicle of the kidney, compression 
of the nerves (most of the pain, however, is reflex or 
of a toxic nature), and sclerosis of the kidney; (2) 
inflammatory conditions such as lesions of the pelvis 
and calices, as in pyonephrosis, lesions of the par- 
enchyma, as in pyelonephritis, and lesions of the 
perirenal cellular tissue, as in perinephritis and perti- 
nephritic abscess. 

Papin and Ambard are of the opinion that renal 
pain usually arises in the renal pelvis. In cases of cal- 
culus, hydronephrosis, movable kidney, renal tuber- 
culosis, cancer, and renal hematuria, obstruction of 
the ureter is manifested by renal colic due to disten- 
sion of the pelvis. Pain in the kidney itself is gen- 
erally of moderate intensity except in cases of in- 
flammatory lesions, in which it may become very 
severe. 

The fact that the most varied pathologic condi- 
tions may give rise to almost identical symptoms 
suggests that a common cause may be present in all, 


474 


i 

| 


GENITO-URINARY SURGERY 475 


namely, distension of the renal pelvis by obstruction. 
This obstruction may be due to a calculus, a kink, a 
thickened ureter, or a blood clct. The intensity of 
the pain is no index whatever of the severity of the 
lesion; a very slight kink of the ureter may produce 
more severe pain than an extensive hydronephrosis. 
The direction of the radiation of the pain is usually 
toward some portion of the lower extremity but 
sometimes to the groin, the testis, or labia majora. 
Not infrequently the pain radiates to the opposite 
renal region, and occasionally is felt solely on the 
presumably healthy side. In the so-called Dietl’s 
crises the pain may be due to torsion of the pedicle, 
kinking of the ureter, or dragging upon the pylorus, 
gall-bladder, or other abdominal structure. It may 
be suggestive of an acute abdominal condition with 
rigidity. A typical attack of renal colic is usually 
easy to diagnose, but occasionally the surgeon will 
encounter cases in which every examination fails to 
make the conclusion certain. This suggests that in 
exceptional cases extra-renal conditions may be 
responsible for colic similar to that arising from 
renal causes. In many cases the pain of renal origin 
must be looked upon as referred pain, its distribution 
not necessarily giving any clue to the location of the 
lesion in the urinary tract. 

Abdominal examination will reveal displacements, 

deformities, or enlargements of the kidney, swell- 
ings in the renal region, tenderness, rigidity, or 
areas of hyperasthesia. Rectal or vaginal examina- 
tion may locate a calculus in the lower end of the 
ureter, thickening of the ureter, tenderness, or other 
abnormality. Negative urinalyses do not exclude 
renal disease. A small aseptic stone may be present 
in the absence of blood, pus, or albumin in the urine. 
In hydronephrosis the usual tests may show a nor- 
mal urine, and at the time of examination a pyo- 
nephrosis may be blocked. The X-ray examination, 
if properly done, may reveal alterations in the posi- 
tion, shape, and size of the kidney in addition to 
opacities. Cystoscopy may demonstrate alterations 
in the shape, size, and surroundings of the ureteral 
orifices and changes in the rhythm and character of 
the efflux. Ureteral catheterization will show the 
character of the urine from each side and any altera- 
tion of the relative specific gravities. The divided 
kidney function test with indigo-carmine or phenol- 
sulphonephthalein may give valuable information. 
The ureteral catheter will demonstrate narrowing 
or patency of the ureter, and pyelography will show 
the shape and size of the pelvis and calices, the pres- 
ence and relations of foreign bodies, and the position, 
direction, and caliber of the ureter. If these methods 
fail to establish a diagnosis an exploratory operation 
will be necessary. 
_ Renal calculus. In cases of renal calculus the pain 
is Irequent, severe, and of varied character. Occa- 
sionally it may be due to the passage of crystals of 
oxalate of calcium. Frequency of urination occurs 
especially during the attacks of pain, and the severe 
attacks are very frequently characterized by reflex 
vomiting, pallor, and cold sweats. 


Renal tuberculosis. In tuberculosis of the kidney, 
pain is not a cardinal symptom. It was present in 
fewer than half of the author’s cases, and in these 
there was usually thickening of the ureter as well as 
very extensive destruction of the kidney substance. 
The pain is probably due to obstruction causing in- 
tra-pelvic pressure, but the chronicity of the disease 
allows of more gradual distension than that occur- 
ring in cases of stone. 

Pyelitis. In pyelitis, pain is very frequent. The 
acute cases are characterized usually by rigors, fever, 
vomiting, pain, and tenderness, and sometimes by 
palpable swelling of the affected organ and muscular 
rigidity. The pain is usually more fixed and con- 
stant than that occurring in cases of calculus and 
tuberculosis, and not so severe as that due to cal- 
culus. Its cause is probably the passage of purulent 
coagula along the ureter. 

Hydronephrosis. In hydronephrosis the conditions 
are most favorable for the development of renal 
colic, viz., obstruction and distension of the renal 
pelvis. A frequent history is that of pain and a 
tumor in the side, often associated with vomiting. 
In some of these cases an anomalous renal artery 
extends across the ureter like a bow-string, constrict- 
ing it and causing obstruction and pain by dilating 
the renal pelvis. In some cases the pain is of recent 
development, being due to kinking at the uretero- 
pelvic juncture resulting ultimately from the gradual 
dilatation. 

Renal tumor. In cases of renal tumor, pain may 
be entirely absent, but was present in about 60 per 
cent of the author’s cases. It ranges in character 
from a soreness, a dragging pain, or tenderness to 
very severe renal colic. In most of the author’s cases 
it appeared to be due to blood clot in the pelvis or 
ureter. 

Movable kidney. Pain is often present in cases of 
movable kidney, but as this condition is so often 
associated with other evidences of visceroptosis it is 
difficult to apportion the responsibility among the 
various organs. The diagnosis can usually be made 
by means of pyelography. 

Other causes. It must be borne in mind that renal 
pain may be due to some condition of the bladder or 
urethra as in cases of obstructive growths or stric- 
ture of the urethra. Also to be considered are cer- 
tain rare conditions such as certain forms of chronic 
nephritis, infarcts, hydatid cyst in which small cysts 
are sometimes passed, other cysts of the kidney, and 
horseshoe kidney. 

Treatment. The treatment includes, of course, re- 
moval of the cause when possible, but in certain ill- 
defined renal neuralgias the usual methods are often 
either insufficient or excessive, as Papin and Am- 
bard have pointed out. While decapsulation, neph- 
rotomy, and nephropexy sometimes fail to effect a 
cure. nephrectomy is too drastic. Papin and Am- 
bard have suggested resection of the nerves of the 
kidney. This is done after careful exposure of the 
renal pedicle and dissection of the vessels. 

C. D. Hotmes, M.D. 
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Major, R. H.: The Use of Creatinin as a Test of 
Renal Function. J. Am. M. Ass., 1923, xxx, 384. 

In normal persons and in persons suffering from 
various diseases without renal lesions, the intra- 
venous injection of 0.5 gm. of creatinin was followed 
by an increased excretion of urine in one hour 
amounting to three times that excreted during the 
hour preceding the injection. The total excretion at 
the end of two hours amounted to five times that of 
the hour before the injection. 

In chronic nephritis the kidney fails to respond in 
this manner. In the cases studied the increase was 
less than 50 per cent. In a number, no increase 
was noted. H. A. McKnicurt, M.D. 


Barney, J. D.: Gonococcal Infection of the Kidney. 
J. Urol., 1923, ix, 79. 

This article is based upon a case of gonococcal 
infection of the kidney which is of interest because 
of the complete pathological and_ bacteriological 
study made. According to the author, twenty-seven 
cases of gonococcal infection of the kidney have been 
reported in the literature but in only four or five 
was the kidney studied at operation or autopsy. 

Before coming under his observation the author’s 
patient had been subjected to an epididymotomy. 
A cystoscopic examination was made because of 
pain in his back. Redness and cedema of the left 
ureteral orifice were found. The urine obtained from 
the left kidney by ureteral catheter showed intra- 
cellular diplococci. A nephrectomy was done. The 
kidney was about the size of a pullet egg. The renal 
pe.vis was thin and greatly dilated. The ureter was 
normal. Recovery was uneventful. 

HERMAN L. KretscHMeErR, M.D. 


Ball, W. G.: Some Cystoscopic Appearances in 
Tuberculosis of the Urinary Tract. Brit. J. 
Surg., 1923, X, 326. 

The purpose of this article is to describe some of 
the pathologic changes which may be observed in 
the bladder in cases of genito-urinary tuberculosis. 

The author calls attention to the extreme rarity 
of primary tuberculosis of the bladder. Many 
writers deny the existence of such a condition, and 
it is generally agreed that in about 80 to go per cent 
of cases of vesical tuberculosis the primary focus of 
infection is in the kidney. ; 

Symptoms indicating involvement of the kidney 
are of slow development and may be absent alto- 
gether, even when the kidney has been destroyed. 
As the first evidence of the disease is often dysuria 
associated with frequent micturition, the ability to 
recognize the appearance of the condition in the 
bladder by cystoscopic examination is of great im- 
portance in the diagnosis and especially in deter- 
mining which kidney is at fault. 

The author uses a general anaesthetic in making 
a cystoscopic examination when tuberculous in- 
fection is suspected. He cautions against over- 
distention of the bladder in such cases in oider to 
prevent hemorrhage and irreparable damage, such 


as the lighting up of a latent lesion or the introduc. 
tion of a secondary infection which might result 
from even slight trauma. 

Excellent illustrations are included in the article 
to show the various points made in the discussion 
of the different aspects of renal tuberculosis and to 
demonstrate the character of the lesion in the early 
stages of bladder involvement. 

The earliest cystoscopic finding is the discharge 
of blood, pus, or caseous material from one or both 
ureteral orifices. The author contends that the 
persistence of hematuria and pyuria observed by 
the csytoscope as coming from one kidney fully 
justifies exploration of that kidney. 

Broadly speaking, the degree of involvement of 
the bladder wall is an indication of the extent of 
the disease of the kidney. Ball does not agree with 
the general view that patients often exhibit reflex 
symptoms of vesical irritation prior to the appear- 
ance of bladder lesions. In his own cases he has 
usually been able to find a change when such symp- 
toms begin, although it does not necessarily exhibit 
the characteristics of a tuberculous lesion. He 
believes it possible, however, that lesions of the 
lower end of the ureter may give rise to vesical 
symptoms in the absence of involvement of the 
bladder mucosa. 

The early and later changes of lesions in the 
bladder are more or less fully described. One of the 
most striking illustrations shows an ulcer found in 
the bladder of a man complaining of vesicle symp- 
toms who had been subjected to the removal of 
the right testicle for tuberculous disease several 
months previously. At the time this picture was 
made, there was a hard nodular seminal vesicle 
under the site of the ulcer. Attempts to prove that 
the kidneys were infected were negative. 

Epwarp F. Hess, M.D. 


Chetwood, C. H.: The Treatment of Pyelitis. J. 
Urol., 1923, ix, 87. 

This article deals with the treatment of pyelitis 
with neosalvarsan. Attention is called to the fact 
that old salvarsan is of no value. Mention is made 
of work previously done by Necker, Kall, Nathan 
and Reinecke, and others. The technique is the 
usual method employed. The solution used is 
freshly prepared in recently boiled and distilled 
water. The average initial dose is 0.15 gm. of the 
drug. Subsequent dosage according to effect varies 
from as little as 0.05 gm. to as much as 0.3 gm. The 
total number of doses is usually four. These are 
given at intervals of three to five days. 

Two cases are reported in which this form of 
treatment was used. Herman L. Kretscumer, M.D. 


Hinman, F.: Experimental Hydronephrosis: The 
Significance of Compensatory Hypertrophy 
and Disuse Atrophy to Repair. J. Am. M. -Ass., 
1923, Ixxx, 315. 

Experiments conducted by the author not only 
confirmed the fact that renal reserve and compen- 
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satory hypertrophy effect a counterbalance after 
unilateral nephrectomy, but demonstrated also that 
in unilateral diseases without nephrectomy an addi- 
tional factor, renal competition, is active in the final 
anatomical readjustment. Activity is just as essen- 
tial for renal growth as for muscle hypertrophy. 
Progressive inactivity leads to a disuse renal atrophy. 
On the other hand, an overwhelming demand for 
work produces renal inactivity, and renal atrophy 
would be demonstrable in such cases if death did not 
occur from renal insufficiency. 

The significance of renal reserve power and com- 
pensatory hypertrophy and of renal competition and 
disuse atrophy in relation to reparative operations 
on the kidney is obvious. The poor results of repair 
procedures in hydronephrosis are not always due to 
technical failures. Attempts to repair a unilateral 
hydronephrosis when there is a complete compen- 
satory hypertrophy on the opposite side are always 
certain to fail, and if the diseased side has been great- 
ly injured or infected or the repair procedure is im- 
perfect, success is not certain even if there is partial 
compensation on the normal side. In_ bilateral 
disease conservative surgery is always indicated 
and it is necessary to repair the two kidneys at 
two different operations. The second operation 
cannot be delayed too long because the initial re- 
parative operation may have placed this kidney in 
such a favorable condition as to allow it to undergo 
complete compensatory hypertrophy, in which case 
atrophy will surely result on the unoperated side. 
Louis NEvuwELT, M.D. 


Watson, E. M.: Spontaneous Healing in Destruc- 
tive Pyonephrosis: Report of Two Cases. Bull. 
Buffalo Gen. Hosp., Buffalo, 1923, i, 18. 


This article is summarized as follows: 

‘Two cases are reported showing cystoscopic and 
radiographic evidence of healed renal disease with 
reduced renal function and absence of active 
infection. Both cases give a history of a severe 
illness in earlier life which may have been accom- 
panied by acute renal infection. The evidence at 
hand suggests spontaneous healing of renal infection 
in both cases, with permanently reduced renal func- 
tion and fibrotic changes in the kidney structure 
indicating a process of repair.” 

GiBert J. THomas, M.D. 


Kampmeier, O. F.: A Hitherto Unrecognized 
Mode of Origin of Congenital Renal Cysts. 
Surg., Gynec. & Obst., 1923, xxxvi, 208. 


To determine the cause of congenital renal cysts 
the author made a microscopic study of the embryo- 
logical development of the kidneys of human fetuses. 
He found that in fetal life there is normally a stage 
characterized by the presence of numerous cystic 
renal tubules. This normal process is converted into 
a pathologic condition if the tubules do not give way 
at the proper time and continue to grow to the 
detriment of the adjacent normal structures. 

Tuomas F. Frnecan, M.D. 
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Crawford, R. H.: Polycystic Kidney. Surg., Gynec. 
& Obst., 1923, xxxvi, 185. 

In a case of bilateral cystic kidney the author 
discovered a hereditary tendency. The patient had 
three aunts and four uncles; one was found to have 
a polycystic kidney on exploratory examination but 
is still alive; three of the seven died of uremia due 
to polycystic kidney. In the patient’s family, in 
which there were nine children, eight are living but 
six have easily palpable kidney tumors. Three of 
the latter have had kidney operations. The author’s 
patient died from uremia following drainage of the 
cysts. 

Polycystic kidney is congenital and practically 
always bilateral. Heredity plays an important rdle. 
Nephrectomy is not indicated, even though one 
kidney appears normal, because the remaining kid- 
ney almost invariably becomes cystic. 

Tuomas F. Finecan, M.D. 


Kretschmer, H. L.; Echinococcus Disease of the 
Kidney. Swurg.,Gynec. & Obst., 1923, xxxvi, 196. 


Echinococcus infection confined entirely to the 
kidney is rare. In the literature of the United States 
and Canada Kretschmer was able to find only seven- 
teen cases of echinococcosis with kidney involvement. 

The case reported in this article was that of a male 
Greek, 32 years of age, who complained of pain in 
the region of the right kidney, frequency of urination, 
pain on urination, hematuria, and loss of weight. 
These symptoms began one year ago with an attack 
of hematuria lasting two weeks. Two days after 
this attack he passed a small round body, the size of 
a pea, which he described as soft and containing 
small particles of gravel. Two weeks after the first 
attack of hematuria he had a second attack, but there 
had been none since then. During the year he had 
had twelve attacks of pain lasting for several days. 

Kidney and bladder cultures were negative. 
Phenolsulphonephthalein appeared in six and one- 
half minutes on the right side and in six minutes on 
the left. The kidneys were not palpable or tender. 
There was an eosinophilia of 8 per cent. The roent- 
gen examination showed a shadow near the upper 
pole of the right kidney. At operation this proved to 
be an area of calcification. When the right kidney 
was exposed its upper half was found to be occupied 
by a firm mass 20 ¢m. in diameter which contained 
many small cysts. Nephrectomy was done. 

Ten months after the operation an echinococcus 
fixation test with human cyst fluid was negative. 
The treatment of choice is nephrectomy. 

Tuomas F. Finecan, M.D. 


Cumming, R. E.: Leucoplakia of the Renal Pelvis. 
Surg., Gynec. & Obst., 1923, XxXxvi, 189. 

Leucoplakia of the renal pelvis is rare. The blad- 
der is more frequently involved; here the condition is 
readily recognized by means of the cystoscope. 

The normal transitional epithelium is replaced by 
a stratified squamous epithelium showing various 
degrees of keratinization. 
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The etiology has not been established. Syphilis 
and alcohol have a relation to leucoplakia in other 
parts of the body but are not related to its renal 
phase. 

The symptoms are those of related conditions and, 
in addition, the painless passage of epithelial mem- 
brane. 

Nephrectomy is advised for advanced cases. In 
the case reported in this article the entire renal 
pelvis was lined by a dry scaly substance resem- 
bling bran. Tuomas F. Frvecan, M.D. 


Stevens, W. E.: The Diagnosis and Treatment of 
Malignant Tumors of the Kidney. California 
State J. M., 1923, xxi, 60. 


Hematuria, pain, and a palpable tumor are 
generally recognized as the three cardinal signs of 
malignant tumor of the kidney. To these, a fourth 
should be added, viz., a characteristic deformity of 
the renal pelvis revealed by pyelography. In a 
review of 413 cases of malignant kidney tumors 
reported in the literature, Stevens found that 
hematuria, pain, and enlargement of the kidney 
were present at the time of examination in only 44 
per cent, but pyelography revealed a deformity of 
the kidney pelvis or calices in almost every instance 
in which it was used. 

Deformities revealed in the pyelogram, such as 
narrowing or displacement of the pelvis, with or 
without elongation and narrowing of the calices, are 
almost always characteristic of renal tumor. Vis- 
ualization of the gastro-intestinal tract by air infla- 
tion or by barium meals or enemata is often of great 
assistance in determining the location of an abdom- 
inal mass. Other aids in the diagnosis are the 
occasional presence of neoplastic cells in the urine 
and the profuse bleeding which sometimes follows 
the traumatism caused by the ureteral catheter. 

The diagnosis of the histologic type of a malignant 
tumor of the kidney is sometimes impossible but in 
many cases can be made from a careful study of the 
symptoms together with the cystoscopic and roent- 
genographic findings. 

As the prognosis of all malignant tumors is prac- 
tically hopeless without operation, the kidney should 
be removed in almost every instance unless definite 
metastases are found. Occasionally the X-ray and 
radium are of value after operation. If the fatty 
capsule is involved, it should be removed with the 
kidney. This necessarily includes removal of the 
suprarenal capsule. The lumbar or extraperitoneal 
route is preferable for the removal of small or me- 
dium-sized tumors and the abdominal route for the 
removal of large growths. In all operations the renal 
vein should be ligated as far as possible from the 
kidney. Early ligation prevents the entrance of the 
malignant cells into the general circulation following 
the manipulation of the kidney. In cases of papillary 
epithelioma of the renal pelvis the entire ureter 
should be removed with the kidney as a rule since 
involvement of the ureter will occur later if it is not 
already present. Louts Gross, M.D. 
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Huebner, F.: The Operative Treatment of Cystic 
Dilatation of the Vesical End of the Ureter 
(Zur operativen Behandlung der blasigen Frweite. 
rung des vesicalen Ureterendes). Zéschr. f. urol, 
Chir., 1922, xi, 25. 


After a detailed description of the disease picture 
of cystic dilatation of the vesical end of the ureter, 
Huebner reports a case in which Baetzner performed 
an operation consisting of the insertion of a ureteral 
catheter, suprapubic cystotomy, longitudinal split- 
ting of the cystic ureter over the catheter, removal 
of the resulting flap of mucous membrane, and 
suture of the ureteral and vesical mucosa. Recovery 
followed. : 

Endovesical treatment by slitting, cauterization, 
or thermocoagulation comes up for consideration in 
cases of small, thin-walled dilatations without com- 
plications in the bladder or the upper urinary pas- 
sages, but in cases of larger dilatations, infection, 
nephrolithiasis, and ureterolithiasis, the transvesical 
procedure is necessary. The article is supple- 
mented by a bibliography. VorDERBRUEGGE (Z). 


Herman, L.: Accidental Bilateral Occlusion of the 
Ureters. J. Urol., 1923, ix, 151. 


The case reported was that of a woman 21 years of 
age who was subjected to supravaginal hysterectomy 
for chronic tubo-ovarian inflammation with pelvic 
peritonitis. Forty-eight hours after the operation 
examination showed marked changes about both 
ureteral openings, the absence of urine in the blad- 
der, and obstruction of both ureters 2 in. above their 
vesical openings. The pelvis was immediately 
explored. The ureters were located on the pelvic 
wall lateral to the stump of the uterus. ‘The left 
ureter was dilated to the size of the little finger. On 
following this ureter toward the bladder, an obstruc- 
tion due to an encircling catgut ligature was found. 
This ligature was cut and through a minute incision 
made into the ureter a probe was passed into the 
bladder to demonstrate the patency of the lower seg- 
ment of the tube. The right ureter, which was 
dilated to the size of the index finger, exhibited 
active peristaltic and reversed peristaltic waves 
which gave it a peculiar snake-like action. Through 
a minute incision a probe detected an obstruction 
due to one ligature, and an inch below this a second 
obstruction due to another ligature. Ureteral cath- 
eters were left in position for drainage. During con- 
valescence there was no leakage of urine from the 
incisions in the ureters. Three months later the 
urine was normal and sterile, catheters passed easily 
to each pelvis, and there was no evidence of renal or 
ureteral dilatation. 

From a review of the literature it is evident that 
bilateral ureteral occlusion is rare. The author has 
collected and tabulated twenty-four cases. In fil- 
teen cases (62.5 per cent) the occlusion was due to 
encircling ligatures, and in two the ureters were 
kinked and completely obstructed by the traction 
of ligatures. In two others the ureters were com- 
pletely obstructed by a pelvic exude following the 
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application of the Percy cautery, and in two they 
were caught in vaginal clamps. 

In bilateral cases anuria is usually the only symp- 
tom referable to the ureteral injury during the early 
stages of the obstruction but the patient may void 
urine that was in the bladder prior to the injury. 
The time at which the symptoms of uremia appear 
differs widely but is of no diagnostic importance as 
the ureteral injury should be recognized long before 
their development. 

The obstructed ureter has little tendency to open 
without operation, and no instance of bilateral 
occlusion relieved spontaneously has been found in 
the literature. Temporary occlusion due to clamp- 
ing is usually followed by fistula formation. 

The choice of operative or other treatment for the 
relief of bilateral ureteral obstruction will depend 
upon the cause of the obstruction, the preference of 
the operator, and possibly, to some extent, the time 
interval since the receipt of the injury. 

The author gives a statistical analysis of the various 
operative procedures which have been employed and 
concludes that deligation is the procedure of choice. 
The objection to deligation based on technical 
grounds is not well founded. Its advantages are: 
(1) a lower mortality than nephrostomy (25 per cent 
as compared with 50 per cent); (2) better final 
results (complete cure in 75 per cent of the cases as 
compared with a cure in 20 per cent). 

The article contains brief case histories and statis- 
tical tables. H. A. Fow er, M.D. 


Barney, J. D.: Observations on the Kinks of the 
Ureter. J. Urol., 1923, ix, 181. 


Barney has recently observed five cases presenting 

symptoms of renal or ureteral calculus in which a 
definite kink of the ureter was demonstrated by the 
ureterogram as the cause of the symptoms. Opera- 
tion in four cases to correct this condition was fol- 
lowed by complete relief both of the ureteral de- 
formity and the associated symptoms. Two early 
cases are reported in some detail with roentgeno- 
grams made before and after operation. 
_ Inthe second case the ureter showed no abnormal- 
ity when the catheter was in the kidney, but the 
ureterogram made when the catheter was pulled 
well down showed a very tortuous ureter with a 
marked S-shaped curve at a point opposite the lower 
pole of the kidney. At operation this angulation 
was reproduced by injection of the ureter through a 
catheter previously placed. The deformity could be 
corrected by lifting the lower pole of the kidney out- 
ward. A modified suspension operation was done, 
using the capsule as a hammock. A ureterogram 
made subsequently showed the ureter to be normal. 
This patient has remained free from symptoms. 

Barney concludes that these few cases demon- 
Strate beyond any reasonable doubt that kinks 
or sharp. and abnormal curves of the ureter may 
develop in the male or female on either side and 
in any portion of the ureter but usually occur in its 
upper third. Such kinks can be demonstrated only 
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in ureterograms with the catheter lying low down 
in the ureter; when the catheter is high it acts as a 
splint and obliterates the kink. These abnormalities 
are probably caused by two factors, namely, undue 
mobility of the kidney and lack of support of the 
ureter as regards lateral motion due to weakness or 
herniation of its normal sheath. 

When the condition has been present for a con- 
siderable time (years), hydronephrosis of greater or 
less degree, often without infection, is to be expected. 
In the early stages the kink is not fixed in its position 
and there is no accompanying dilatation of the renal 
pelvis. The symptoms are identical with those 
produced by renal or ureteral calculus. It is prob- 
able that permanent alterations in the course of the 
ureter are induced sooner or later by infection. 
Because of this, and because the continuance of the 
condition must invariably give rise to hydronephro- 
sis, early operation should be advised. 

H. A. Fowter, M.D. 


Hunner, G. L.: Conservative Renal Surgery Asso- 
ciated with Ureteral Stricture Work. J. Urol., 
1923, ix, 97. 

More general recognition of ureteral stricture as 
one of the most common intra-abdominal or intra- 
pelvic lesions would obviate much unnecessary ab- 
dominal and pelvic surgery. Free kidney drainage 
through the dilatation of ureteral strictures will 
relieve a number of varied conditions such as mi- 
graine and gastro-intestinal disturbances which defy 
all other methods of treatment. 

Large hydronephroses, sometimes even those 
which are infected, may be cured by simple dilata- 
tion of a ureteral stricture and adequate renal drain- 
age. Stricture of the ureter may be present even 
though a No. 5 or 6 renal catheter reveals no obstruc- 
tion. Therefore catheters Nos. 7, 8, and 9 should be 
used. The pyelo-ureterogram also may fail to give 
the necessary information. 

There are three types of cases of hydronephrosis 
due to ureteral stricture: (1) those showing equal 
dilatation of the upper ureter and renal pelvis and 
an apparent angle in the ureter a few centimeters 
below the kidney; (2) those with an apparently 
straight ureter which enters the kidney pelvis 
abruptly near its lower border, where shadowgraph 
fluids are trapped in the kidney; and (3) those show- 
ing a fairly wide dilatation of the ureter above the 
stricture area and a relatively greater dilatation of 
the peivis, the ureter tending to prolapse with the 
kidney. 

Salt solution should be used in the first investiga- 
tion of the renal pelvis as it will not cause a severe 
reaction if trapped. Except in the cases of nervous 
patients who have drunk a large quantity of water, 
hydronephrosis should be suspected if the urine flows 
through the catheter in a steady stream. A change 
of position will sometimes favor drainage. Shadow- 
graph fluid should be drained off before the pa- 
tient is returned to bed. Overfilling of the renal 
pelvis is dangerous. A low functionating hydro- 
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nephrotic kidney causing disabling pain, and espe- 
cially an infected kidney of this type, should be extir- 
pated providing the opposite kidney and ureter are 
normal or will probably become normal after treat- 
ment. Resection of the ureter should be avoided 
because of the associated trauma and interference 
with the blood supply. Generally it is better to fix 
the kidney by adhesions stimulated by establishing 
drainage down to the kidney pelvis than to resort 
to permanent sutures. Louts NEuwELT, M.D. 


Herbst, R. H., and Thompson, A.: Acquired Stric- 
ture of the Male Ureter. J. Urol., 1923, ix, 91. 


This article deals with acquired stricture of the 
male ureter secondary to infection of the seminal 
._ vesicles. The authors consider only that portion of 
the ureter which is closely associated with the genital 
tract. Strictures secondary to infection are fre- 
quently unrecognized because their symptoms are 
overshadowed by those caused by the original dis- 
ease in the prostate or vesicles. In many instances 
they are found only after the inflammation in the 
prostate and vesicles has subsided. Such strictures 
occur in early adult life, when infections of the 
prostate and seminal vesicles are most common. 
The offending organisms are usually the gonococcus 
and the colon bacillus. 

The authors use the term “occlusion” rather than 
“stricture” to describe the changes occurring in the 
ureteral wall because in many instances the lesion 
does not progress to the connective-tissue stage. 
From the pathologic standpoint they find three 
degrees of obstruction: (1) congestion with oedema 
associated with very acute prostatitis and seminal 
vesiculitis; (2) inflammatory obstruction in which 
there is an inflammation of the ureteral wall which 
may be present for some time without the production 
of connective tissue; and (3) fibrous stricture which 
follows the inflammatory type and for which the 
chlorides of the urine are largely responsible. 

The early symptoms are those of prostatitis or 
seminal vesiculitis. There is frequent imperative 
urination with pain at the end of the act. The urine 
contains pus and blood. Acute retention is rare. 
Late symptoms are those produced by renal reten- 
tion, the severity of which depends upon the degree 
of obstruction. Pain, the most common symptom, 
varies from a dull ache in the lower pelvis which may 
radiate along the course of the ureter, to a severe 
renal colic. The fever may be continuous or inter- 
mittent. While blood may be found in the urine as 
an early sign, it usually does not appear until later 
when destructive changes have occurred in the kid- 
ney. The urine contains pus also in the late stages. 

Pain caused by the obstruction in the ureter is 
frequently attributed to the prostate. The path- 
ologic condition of the ureter may be very advanced 
before the urinary tract is suspected. The authors 
are unable to make a diagnosis of stricture with the 
olive-tip bougie. They find that the “hang” which 
is considered a diagnostic sign is unreliable, particu- 
larly when a long cystoscope must be used as in 


males. A ureteropyelogram is necessary for a posi- 
tive diagnosis. 

In the authors’ experience a valuable diagnostic 
sign is the absence of peristalsis in the mural portion 
of the ureter as seen through the ‘cystoscope. This 
is due to inflammatory thickening and rigidity of 
the extreme lower end of the ureter and the sur- 
rounding bladder wall. 

Early relief of the obstruction is necessary in order 
that the function of the kidneys may be preserved, 
In the inflammatory type, treatment should be 
directed to the infected vesicles or prostate. In the 
indurated type, gradual dilatation with ureteral 
bougies is indicated. In cases of hard fibrous stric- 
tures which do not respond to dilatation and in 
which the condition is limited to the mural portion 
of the ureter, incision is necessary. Strictures which 
extend beyond the mural portion of the ureter and 
do not respond to dilatation should be excised, the 
ureter then being re-implanted. Strictures com- 
plicated by hydronephrosis or pyelonephrosis re- 
quire nephrectomy. GrvBert J. THomas, M.D. 


BLADDER, URETHRA, AND PENIS 


Camera, U.: The Treatment of Exstrophy of the 
Bladder (A _ proposito del trattamento della 
extrofia della vescica). Arch. ital. di chir., 1922, vi, 
421. 


The author’s patient, a 5-year-old boy, had typical 
complete exstrophy of the bladder with diastasis of 
the symphysis pubis. Both ureteral orifices were 
visible. As the constantly escaping urine was 
ammoniacal, it was necessary to keep the child in 
bed on account of the irritation. This condition 
favors infection leading to pyelonephritis and 
death. 

Absence of the vesical sphincter in such cases 
has rendered fruitless all operative attempts at 
anatomical and functional restoration. Incontin- 
ence of urine is the chief factor causing discomfort. 
All efforts to overcome it are radical. One method 
of treating incontinence consists in directing the 
urine into the terminal portion of the bowel in order 
to utilize the anal sphincter for control. Today, 
vesico-intestinal direct anastomosis has no advo- 
cates. 

The isolated ureters or the entire bladder wall 
with its ureteral openings may be implanted into 
the intestine. This method has been well tried out. 
The mortality was 22 per cent in sixty-eight cases 
treated by Walbaum and Enderlen; 33 per cent in 
fifty-seven cases treated by Katz; 25 per cent in 
110 cases treated by Enderlen; and 29 per cent in 
Jelinek’s cases. The usual cause of death is ascending 
urinary infection. This may be delayed for as long 
as three or four years after the operation. 

Other radical measures are merely mentioned by 
the author. Legueu’s plastic method is recom- 
mended to correct the incontinence and is of low 
tisk. If skin flaps are turned in, the formation of 
urinary salts favors infection and death. . 
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By dissecting off part of the bladder wall and 
using the prepuce, a closure may be perfected which 
will permit the wearing of a urinary receptacle 
rendering the patient reasonably comfortable. The 
mortality of this procedure is zero. 

As in the author’s case the testicles were very 
high, he turned up a large flap of scrotum to cover 
the defect and brought the penis through a perfora- 
tion in the flap. A urinary cup was then used. 

SPEED, M.D. 


Crenshaw, H. L.: A Review of 153 Cases of Bladder 
Stone Removed by Lithotrity. Minnesota Med., 
1923, Vi, 

The contra-indications for lithotrity are: 

1. A stone so large that the jaws of a lithotrite 
will not embrace it. 

2. A stone so nearly filling a contracted or de- 
formed bladder that the lithotrite jaws cannot be 
opened. 

3. Prostatic hypertrophy, vesical tumor, diver- 
ticulum, or complications which would necessitate 
cystostomy following the removal of the stone. 
Occasionally a moderate degree of prostatic hy- 
pertrophy may be relieved by an irritating stone. 

4. The presence of a stone with a nucleus of such 
a physical character that it cannot readily be freed 
from the lithotrite. Fragments of catheters, wax, 
and gum bougies occasionally become the nidus of 
bladder stones. 

. Cases in which the stone is attached to the 
wall of the bladder and those in which a previous 
operation has been performed on the bladder or the 
adjacent structures. 

6. Stones with a sharp foreign body, such as a 
hairpin or knife blade, as a nucleus, unless the 
cystoscope shows them to be free in the bladder. 

Of 606 cases of vesical calculus examined at the 
Mayo Clinic a diagnosis of stone was made by means 
of the roentgen ray in 345 of 449 (76.8 per cent) 
and by cystoscopic examination in 445 of 450 
(98.8 per cent). A positive diagnosis of stone was 
made by a roentgen-ray or cystoscopic examination 
or both in 587 cases (96.86 per cent). 

With regard to the prevention of recurrence of 
bladder stone the author makes the following state- 
ments: 

1. Roentgen-ray and cystoscopic examinations 
must be made after litholapaxy to be sure that all 
fragments are removed. 

2. Infected kidneys should be treated by pelvic 
lavage or nephrectomy, if necessary, and focal in- 
fections should be removed. 

3. Stones in the kidney should be removed. 

4. Cystitis should be relieved by lavage and 
topical applications. 

5. Causes of retention such as enlargement of the 
prostate or stricture must be removed if possible. 
If they cannot be removed, as is the case in the 
atonic bladder, the regular removal of residual 
urine should be practiced. 

6. Diverticula retaining urine should be removed. 


7. Hygienic and dietetic measures benefiting the 
general health should be adopted. 

The use of caudal anesthesia greatly increases the 
scope of litholapaxy. It is essential to remember 
that the sacral nerves innervate not only the 
urethra and prostatic area but also the musculature 
of the bladder. Consequently some type of suction 
apparatus is necessary to remove the fragments of 
stone as the paralyzed wall of the bladder is unable 
to expel them. 


Kidd, F.: The Treatment of Epithelial Tumors of 
the Urinary Bladder. Chicago M. Rec., 1923, xlv, 
521. 


In this most interesting and voluminous article 
based on a consideration of 162 cases personally 
observed and treated, Kidd discusses most minutely 
the symptoms and the various operative methods 
employed. 

If the case is seen early, diathermy or a well- 
designed operation may remove all of the local 
growth. In cases of painless hematuria immediate 
cystoscopy is indicated. 

Kidd has come to the conclusion that some blad- 
ders have a tendency to develop papillomata which 
is inherent in the entire epithelial membrane, the 
neoplasms in such cases being entirely new tumors 
rather than recurrences. 

Seventy of every 100 persons with painless hema- 
turia are suffering from a tumor of the bladder or 
kidney. 

Occasionally two other symptoms are met with: 
() “pulled ureter,” or pain in one kidney caused by 
the pulling of the tumor on the ureter or blocking it, 
and (2) the “‘corked urethra,” indicated by inter- 
mittent interruption of the stream of urine when the 
tumor becomes caught in the entrance of the deep 
urethra. 

Of eighty patients who came early enough for dia- 
thermy or partial cystectomy, forty-one, or more 
than half, are known to be alive and well; one has 
lived eleven years, and many for seven or eight years. 
It is probable that fifty-five are alive and well. 

With regard to the differential diagnosis between 
a simple and malignant papilloma the author states 
that he does not approve of removing portions of 
bladder growths with an operating cystoscope for 
microscopic study. The risks and inconveniences in 
such a course outweigh any possible advantage to be 
gained. In a number of cases the snipping off of 
portions of a living tumor within the bladder is sure 
to result in the implantation of fresh tumors on other 
portions of the bladder wall. The determination as 
to whether the growth is malignant or benign must 
be made on the basis of clinical findings if the best 
results are to be obtained. 

Especial attention is directed to the length of the 
history, the size and appearance of the tumor, the 
delicacy and length of the fimbrie and the pedicle, 
the appearance of the bladder in the region of the 
pedicle, the singleness or multiplicity of the tumors, 
the feel of the base of the bladder through the rectum 
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or vagina, and finally, in some cases, the reaction of 
the tumor to diathermy. Some tumors which look 
malignant react at once to diathermy, while others 
which appear innocent prove refractory and even- 
tually require an open operation; the latter are always 
malignant. 

Of twenty-one cases traced by the author up to 
1922, nineteen show no signs of any recurrence, one, 
nine years, three, eight years, one, seven years, five, 
six years, four, five years, and one, four years since 
treatment. It appears, therefore, that treatment by 
diathermy gives far more permanent results and is 
less apt to give rise to recurrences than the old open 
operation. In two of the twenty-one cases there was 
a recurrence six years and two years respectively 
after the treatment; the patients were then subjected 
to an open operation and in 1922 were alive and well. 
The remaining seven patients, who were traced for a 
year or more, remained quite free from recurrence 
and it is justifiable to assume that they were cured. 
These patients were considerably older than those 
usually showing simple papillomata. The oldest, 
a man of 71, has remained well for five years since 
treatment. The youngest was 21 years. 

If a papilloma is seen to be lying high up on the 
upper wall of the bladder against its peritoneal sur- 
face, care must be taken with regard to the severity 
of the treatment when the pedicle has been bared 
and exposed. In such cases it is safer not to use an 
anesthetic in order that the patient’s feelings may 
serve as a guide to the severity of the burning or elec- 
trocoagulation. 

Kidd allows an interval of at least three weeks, and 
not more than four weeks, between the treatments, 
giving time for all slough to separate, yet not enough 
time for a fresh growth to occur. In this he does not 
agree with Beer who carries out the treatment every 
seven days. After apparent cure the patient should 
be urged to report at least once a year for a cysto- 
scopic examination. A tiny early recurrence, too 
small to cause hematuria, can be destroyed with ease 
at one treatment. 

Kidd had a new machine designed which is used 
with a constant current of either 120 or 240 volts, 
and gives a minute gradation of current from o up 
to at least 1 ampere or more. The spark gap is of 
remarkable consistency and can be employed con- 
tinuously for fifteen minutes at a time without over- 
heating. With this machine it is possible to begin 
each application of current at a very low amperage 
and gradually increase it to the maximum, so that a 
maximum of true “diathermy” heating and con- 
sequent coagulation of the deeper parts of the tumor 
is obtained without charring or gassing on the sur- 
face of the tumor. 

The author’s conclusions are as follows: 

1. Incases of papilloma of the bladder of a benign 
type diathermy as applied through the cystoscope 
holds out an excellent chance of cure without the 
risk of opening the bladder. To open the bladder 
and snip out such tumors should therefore be con- 
sidered a grave surgical misdemeanor. 


2. Incases of papilloma of the bladder of doubtfy] 
malignancy it is possible for an expert to obtain a 
certain number of cures by means of diathermy 
through the cystoscope. Nevertheless, if diathermy 
fails to show an adequate destructive reaction in the 
tumor after three treatments at the most, it should 
be given up and subtotal cystectomy should be car- 
ried out. 

3. Incases of malignant papilloma, early papilli- 
ferous carcinoma, and even very early ulcerating 
carcinoma of the bladder, subtotal or partial cys- 
tectomy is a decided advance in bladder surgery. It 
should render the old intravesical operation obsolete 
except in a few isolated cases. It is an operation of 
considerable technical difficulty and presents a def- 
inite risk to life, but when successful it leads to a 
higher percentage of true cures than the older type of 
operation as its principles are based on a firmer path- 
ologic foundation. All cases of partial cystectomy 
should be followed up at regular intervals by means 
of cystoscopic examination. 

4. Total cystectomy has been rendered almost 
obsolete by partial cystectomy, diathermy, and 
radium treatment. It should be reserved for cases 
of multiple malignant papillomata which defy other 
treatment and for a few favorable cases of early car- 
cinoma involving both ureteral openings. 

5. Ureterostomy presents almost as great risk to 
life as total cystectomy. When successful, it gives 
great relief. In a few favorable cases it may be used 
as a preliminary to total cystectomy. 

6. Radium has not yet justified its substitution 
for surgery, but deserves the closest consideration. 
In the present state of our knowledge it has already 
replaced total cystectomy; that is to say, for cases 
in which cystectomy would have been considered 
formerly we now prefer to advise radium treatment, 
combined perhaps with open fulguration and deep 
roentgen-ray therapy. We should cease to remain 
content with simply draining or leaving alone so- 
called inoperable cases. The bladder should be 
opened and one of two courses pursued, either open 
diathermy or fulguration combined with the implan- 
tation of radium emanation glass tubes followed 
by deep roentgen-ray therapy and the cystoscopic 
application of radium and diathermy. 

Louis Gross, M.D. 


Munger, A. D.: Fulguration in the Treatment 
of Affections of the Lower Genito-Urinary 
Tract. Nebraska State M. J., 1923, viii, 62. 


The unipolar Oudin current is safest for fulgura- 
tion because of its limited power of penetration. 
The Buerger operating cystoscope is the best instru- 
ment; in the deep urethra an instrument without a 
beak should be used. The high-frequency current 
is a tissue-destroying agent of the desired power 
which acts through carbonization or electrocoagula- 
tion. 

If pain is experienced when a large bladder tumor 
is being treated, the application in that area should 
be stopped for that sitting; in cases of smaller 
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tumors, a few seconds of intermittent pain are to be 
expected. Primary hemorrhage is rare. The patient 
should be forewarned that secondary hemorrhage 
may occur eight to ten days after the treatment. 
Colon-bacillus pyuria, which is usually present, is 
often aggravated by fulguration; for this, acriflavine 
is valuable. Retention of urine resulting from the 
action on the ureteral sphincter should be antici- 
pated and, if necessary, drainage by means of a 
permanent stiff catheter should be established for 
twenty-four hours. In order to prevent perforation 
of the bladder, the attack should be made from the 
periphery of the tumor to its base and the treatment 
should be stopped when the approach to normal 
tissue is indicated by pain. 

The destruction of benign papillary tumors of the 
bladder is definite and devoid of danger. As the 
tumor is still small, one or two treatments ‘are 
usually sufficient. The patient is not confined to 
bed and an extensive operation is rendered unneces- 
sary. Malignant tumors do not respond to this 
treatment, a fact of importance in the differential 
diagnosis. 

Chronic conditions of the deep urethra and vesical 
neck, such as granulomata, sessile polypoid masses, 
and true polypi, with concomitant infection of the 
adjacent structures are amenable to fulguration, and 
certain cases of prostatic hypertrophy or median 
lobe enlargement respond to tunneling of the ob- 
struction with the active diathermic electrode, with 
or without the use of Young’s punch. 

Louis NeuweE M.D. 


Colston, J. A. C.: An Unusual Case of Traumatic 
Urethral Stricture. J. Am. M. Ass., 1923, lxxx, 
397. 

The aim of all operative work on the urethra 
should be the complete restoration of function with a 
minimum of scar tissue. Cicatricial contraction 
along the course of the urethra is very difficult to 
prevent and the chief cause of disappointing results. 

In cases of recent injury of the urethra prompt 
operative interference should be undertaken to 
control the spread of extravasation. An attempt 
should be made to repair the rupture and ample 
drainage should be provided. The after-care de- 
mands constant and painstaking attention if the 
formation of excessive scar tissue, which often leads 
to dense strictures, is to be prevented. Infection 
must be actively combated, and every effort made to 
establish a normal flow of urine through the urethra 
= — the formation of a persistent perineal 

stula. 

In cases of long-standing traumatic stricture the 
urethra will be impermeable. Therefore the oper- 
ator must be guided in his choice of procedure entirely 
by the operative findings. The author reports the 
case of a man who was injured two years previously 
by a telephone pole which fell upon him. The right 
ischopubic ramus was broken and the perineum 
severely injured. At the time of the accident an 
external urethrotomy was done and the bladder 


drained by a perineal tube. Two years later an 
external urethrotomy was done on account of a per- 
sistent perineal fistula and complete urinary incon- 
tinence. The fistula closed temporarily but the 
incontinence continued and later the fistula reopened. 
Examination of this case then showed a broad scar 
in the perineum with a fistula in the center. Rectal 
examination revealed marked adhesions and infiltra- 
tions about the membranous urethra and the apex of 
the prostate. A catheter was passed into the blad- 
der with difficulty. The residual urine amounted 
to 300 c.cm. The X-ray showed a large dilated 
bladder in which the opaque fluid regurgitated into 
the posterior and anterior urethra. When the patient 
stood up the fluid dribbled out of the urethra. Cys- 
toscopic examination showed that the internal 
sphincter had been torn completely through at the 
right side. 

Two operations were performed, about seven 
months apart. The convalescence was somewhat 
stormy but perfect functional results were obtained. 
The patient left the hospital on the twenty-fourth 
day after the second operation. All wounds were 
firmly closed and a good stream of urine was voided 
at normal intervals. Three months later the patient 
reported that he was still well and had taken up his 
former work. Joun P. O’Net, M.D. 


GENITAL ORGANS 


Barney, J. D., Haines, E. F., and Shedden, W. M.: 
Some Results of Prostatectomy. Chicago M. 
Rec., 1923, xlv, 554. 


The authors have undertaken to trace all the cases 
of obstructing prostate discharged from the Genito- 
urinary Clinic at the Massachusetts General Hos- 
pital. They believe that the results of prostatectomy 
are too seldom recorded and wish to contribute to 
the knowledge of what ultimately happens to the 
prostatectomized patient. Their conclusions are as 
follows: 

1. Persons with an obstructing prostate may live 
in comparative comfort for several years without 
operation. 

2. Cancer of the prostate, whether operated on or 
not, may not interfere with the general health and 
activity for a number of years. 

3. While the median perineal operation is fre- 
quently followed by extremely satisfactory results, it 
may, and often does, result otherwise and its out- 
come is not so dependable as that of the suprapubic 
operation. 

4. Incontinence of urine, more or less complete, 
may follow the suprapubic operation, but is less fre 
quent after this procedure than after the perineal 
operation. Unless the incontinence is very definite 
and well marked, it may be, and often is, mistaken 
for marked urgency. 

5. The urine eventually becomes free from in- 
fection in nearly half the cases. 

6. Cloudy urine does not always indicate renal 
infection; the bladder alone may be involved. 
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7. The suprapubic wound gives rise to hernia in 
but a very small percentage of cases, almost all of 
them those of men who are doing hard physical work. 

8. The general health of the patient is generally 
much improved following prostatectomy. 

9. The size of the urethra gradually decreases 
after operation, but in spite of this the urine may be 
uninfected, there may be no residual urine, and the 
patient may have no subjective symptoms what- 
ever. 

10. The non-proteid nitrogen test shows a decrease 
in the number of milligrams per 100 c.cm. after pros- 
tatectomy, this probably being due to better drain- 
age of the kidneys and improvement in the general 
condition. 

11. On the whole, prostatectomy causes no ap- 
preciable change in the sex function. 

Louis Gross, M.D. 


MISCELLANEOUS 


Osborne, E. D., Sutherland, C. G., Scholl, A. J., 
and Rowntree, L. G.: Roentgenography of the 
Urinary Tract During the Excretion of Sodium 
Iodide. J. Am. M. Ass., 1923, Ixxx, 368. 


After its introduction into the body, sodium 
iodide, which is opaque to the roentgen rays, is 
normally excreted in the urine. Under certain con- 
ditions, sufficient amounts of iodide may be present 
in the urinary tract to cast a roentgen shadow. The 
sodium iodide is given either intravenously or by 
mouth. 

Intravenous administration. The patient is first 
given 1 gm. of potassium iodide by mouth three 
times a day for two days, in order to determine 
whether there is an idiosyncrasy to the drug. If no 
symptoms of acute iodism occur, the intravenous 
injection of a 1o per cent solution is begun on the 
third day. Various dosages have been employed, 
ranging from 5 to 20 gm. of a 1o per cent solution of 
chemically pure sodium iodide. In most cases a 
dose of 10 gm. may be given without causing out- 
ward symptoms, provided the solution is injected 
slowly. When a dose of more than 1o gm. is given, 
symptoms appear, probably because of osmotic 
changes resulting from large amounts of the hyper- 
tonic salt solution. 

Satisfactory roentgenograms of the bladder were 
secured in practically every case with doses of from 
5 to 20 gm. given intravenously. Ten-gram intra- 
venous doses of sodium iodide gave fair roentgeno- 
grams of the kidneys and ureters in approximately 50 
per cent of the cases. The best roentgenograms of 
the upper urinary tract were obtained with doses of 
from 15 to 20 gm. 

The time factor is important. The roentgeno- 
grams should be taken one-half hour, one hour, and 
two or three hours after doses of 5, 10, and 20 gm. 
respectively. 

Administration by mouth. The best results by this 
method were obtained by administering 3 gm. of 
‘ sodium iodide hourly for three hours and taking 


the roentgenograms from one to two hours a(ter the 
last dose. 

If the bladder alone is to be studied, the adminis- 
tration of from 3 to 5 gm. of sodium iodide without 
previous preparation is all that is necessary. The 
roentgenograms are taken three hours after the 
ingestion of the drug. 

Preliminary control roentgenograms were taken 
before the administration of the sodium iodide. A 
medium-focus standard Coolidge tube was used with 
60 kilovolts, 50 ma., and an average distance of 67.5 
cm. from the target to the plate. The time varied 
from two to eight seconds according to the thickness 
of the patient. 


Keyser, L. D.: The Mechanism of the Formation of 
Urinary Calculi. Ann. Surg., 1923, Ixxvii, 210. 


Urinary calculi result from an abnormal type of 
crystalline precipitation. Normal urine holds water- 
insoluble crystalloids in solution because of the 
presence of protective colloids. The hydrogen-ion 
concentration also affects solution, but is of second- 
ary importance. Rainey, Ord, and Shattock showed 
that colloidal matter in solution modifies the 
morphology of crystalline precipitates, sometimes 
changing them from a non-coalescent to a coalescent 
type. 

The author’s study of stone formation by the feed- 
ing of oxamid according to the method of Ebstein 
and Nicolaier suggested that stone formation may 
be due to: (1) the excretion of an excessive quantity 
of crystalline material beyond the power of the 
urinary colloids to maintain either solution or de- 
position of isolated single crystals, (2) deficiency in 
the amount of protective colloid in the urine, or (3) 
the precipitation of normal colloids or interference 
with their protective activity by bacterial exudates 
or foreign colloidal matter present as the result of an 
abnormal metabolism. 

The first mechanism of stone formation is experi- 
mentally demonstrated by concentrating calcium 
oxalate in the urine by repeated subcutaneous in- 
jections of normal butyl oxalate and calcium 
chloride over a period of days. An intense oxaluria 
is produced, and with increasing increments the 
morphology of the calcium-oxalate crystals changes 
from a non-fusing to a fusing spheroidal form and 
calculus formation takes place, the process being 
sterile. 

The second mechanism, namely, the production of 
a deficiency of protective colloid in the urine of 
animals, has thus far been baffling. However, 
Lichtwitz has precipitated phosphates and oxalates 
from urine in vitro by the extraction of colloidal mat- 
ter. Schale’s experiment in which stones were 
formed in vitro by clotting fibrinogen in the presence 
of freshly precipitated phosphates, oxalates, and 
carbonates, is also cited as indicating the signiti- 
cance of colloidal factors in stone formation. 

The third mechanism, namely, interference with 
the normal protective colloids by bacterial exudates 
or other foreign colloidal matter, has been more 
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positively demonstrated. Sodium oxalate fed to 
rabbits produced oxaluria of the octohedron type. 
Direct infection of the kidneys of animals thus fed by 
means of attenuated colon bacilli was accompanied 
by the change of the oxalate crystals to the co- 
alescent spheroidal variety. In several instances 
fusion of crystals took place with the formation of 
minute calculi. The author cites the experiments of 
Rosenow and Meisser in which calculi were produced 
by implanting streptococci from the urine of pa- 
tients with active calculus formation into the 
devitalized teeth of dogs. These results are ex- 
plained by the assumption that the bacteria have 
a specific activity and produce an exudate bringing 
into the urinary stream foreign colloidal matter 
which so interferes with the normal colloidal 
balance of the urine that the deposition of fusing 
crystals takes place, stone formation occurring as 
the result. 

The author reports the case of a patient who had 
passed multiple oxalate calculi over a period of 
years and whose urine, when he entered the Mayo 
Clinic, showed atypical fusing spheroids of calcium 
oxalate. 


Tennant, C. E.: Cystin Calculi, A Complex Sur- 
¢'cal Problem: Report of a Case of Multiple 
Cystin Calcuii. J. Am. M. Ass., 1923, 1xxx, 305. 


Cystin calculi are comparatively rare. Up to 1882 
only fifty cases of cystinuria had been reported, and 


in 1916 Kretschmer found the reports of only 107 
cases of cystin stones, including two of his own, those 
of twin boys. 

Watson and Cunningham report one case of cystin 
calculus in thirty-two cases of cystinuria; Morris, 
two in seventy-seven; and Thompson, three in 114. 
That cystinuria is a constitutional problem and the 
cause of cystin calculi is well known. According to 
Abderhalden, the metabolism in these cases is 
always normal. The stones may be multiple and 
located in several portions of the urinary tract at the 
same time. Cystinuria tends to be a familial condi- 
tion; of twenty-two cases compiled by Poland ten 
occurred in four families. 

The author reports the case of a woman, aged 21 
years, who was referred to him with a diagnosis of 
acute appendicitis and a provisional diagnosis of 
cystinuria. At operation a moderately inflamed 
appendix was found. In addition to the appendec- 
tomy, twelve stones were removed from the right 
ureter through an intraperitoneal opening. Another 
unusually large stone was found above the pelvis of 
the kidney but no further operative work was done 
at this time. The total weight of the stones removed 
was 14 gm. 

A subsequent X-ray examination revealed one 
stone in the left kidney and two in the right. Later, 
both kidneys were operated upon at different times, 
all stones being removed. The patient made a normal 
recovery. Joun P. O’NetL, M.D. 
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Whitham, L. B.: Pulsating Exophthalmos. Am. J. 
Ophth., 1923, vi. 81. 


Seven cases of pulsating exophthalmos, four 
traumatic and three spontaneous, are reported. 
They were observed by Whitman or his colleagues. 
In four of the cases the internal carotid artery was 
ligated a month to four months after the appearance 
of the exophthalmos, pressure to the vessels having 
been applied in the interim. In one case the external 
carotid was ligated and a Halsted metal band was 
applied over the common carotid. The seventh 
patient died of influenza without having had any 
operative treatment. In all the cases the distressing 
symptoms disappeared after. the ligation. Vision 
in three cases was 20/30, in two 20/70, and in one 
6/200. 

The literature on this subject is well reviewed, 
especially the Sattler résumé and the monograph of 
de Schweinitz and Holloway. While many names 
have been given to this disease, Kelley, de Schwein- 
itz, and Holloway contend that the name “pul- 
sating exophthalmos”’ should be used only when 
there is a definite opening between the internal 
carotid artery and the cavernous sinus. Clinically it 
is not recognized until some time after the injury. 
Ergelet reported a case which was diagnosed 
thirty-one months after the injury. 

Proptosis, pulsation, thrill, an objective and sub- 
jective bruit, and vertigo are the cardinal symp- 
toms. The vision may be destroyed by optic neuritis 
and atrophy or may remain perfect. 

The treatment of these cases is well reviewed, all 
methods being mentioned from simple pressure on 
the carotid to ligation followed by the intra-orbital 
operation. 

In conclusion the author states that ligation 
of the internal carotid offers the best results in 
pulsating exophthalmos from a true communication 
between the internal carotid and the cavernous 
sinus, but recommends that the collateral circula- 
tion be prepared by daily compression weeks prior 
to the ligation. Ligation of the ophthalmic vein 
should then be done before other carotid ligations. 

Vircit Wescott, M.D. 


Small, W. B.: An Experience with Some Cases of 
Foreign Body in the Eyeball. J. Jowa State M. 
Soc., 1923, xiii, 41. 


Two cases of injury to the globe by small pieces of 
steel are reported by Small. In each case the first 
roentgenogram was negative although opthalmo- 
scopic examination revealed the foreign body in the 
fundus. Second roentgenograms in each case also 
showed the foreign body. Removal of the steel was 


followed by detachment of the retina and loss of 
vision. Attention is called to the fact that ophthal- 
moscopic and roentgenographic examinations should 
be combined to determine the presence of small 
foreign bodies in the eye. Virci Wescort, 


Chamberlin, W. B.: The Endonasal Operation on 
the Lachrymal Sac. J. Jndiana State M. Ass., 1923, 
Xvi, 42. 

Since 1917, when the author reported eight cases 
of endonasal operations on the lachrymal sac with 
one failure, he has operated upon ten cases with no 
failure as far as the restoration of physiological 
function is concerned, though not all were freed 
of pus. Secondary operations were performed on 
three cases. 

The technique employed was that of West with 
slight modifications. 

After preliminary cocainization and infiltration 
with 14 per cent novocaine containing 2 m. of 
adrenalin to the dram, a three-sided incision is 
made. The first two incisions are parallel with the 
floor of the nose and extend as far as possible from 
two points, the upper from the point of attachment 
of the middle turbinal and the lower from a point 
opposite the free border of the middle turbinal. For 
these incisions the right-angled knife of Freer is 
exceedingly well adapted. The anterior ends of the 
incisions are joined by a vertical incision made as 
far forward as possible and carried well down to the 
bone. The flap formed is elevated submucously, the 
periosteum being of course included, and is deflected 
backward as on a hinge, between the middle turbinal 
and the septum, and held out of the field during 
the remainder of the operation by a small pledget of 
cotton. 

The posterior lip of the dense ascending process of 
the superior maxilla is then attacked with a chisel 
and gouge until the nasal wall of the sac is exposed. 
This is easily recognized by palpation with a probe. 
Sufficient bone is removed to uncover the sac freely 
in almost its entire nasal aspect. At this point a 
probe is inserted into the sac through the canaliculus, 
pushing its nasal surface, tent-like, well over toward 
the septum. A thin scalpel is then inserted between 
the probe and the lateral nasal wall, the outer or 
free end of the probe being held by an assistant or 
fastened to the forehead by a strip of adhesive 
plaster. In this way it is possible to resect a larger 
portion of the sac. Loose pieces are removed sub- 
sequently by means of the smallest forceps of 
Gruenwald. West’s dictum that at the completion 
of the operation the probe introduced through the 
canaliculus into the sac must pass horizontally into 
the nose is strictly adhered to. When the submucous 
flap is replaced, its upper half covering the sac is 
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‘resected and the lower portion held in position for 


twenty-four hours by light packing. Subsequently 
the nose is kept free from crusts until healing takes 
place. If desired, the sac is irrigated through the 
canaliculus. O. M. Rorrt, M.D. 


Allport, F.: Industrial Eye Injuries. Jilinois M. J., 
1923, xlili, 145. 

Allport discusses the prevention of industrial eye 
injuries. 

Applicants for position$ should be given a thor- 
ough ocular examination before they are employed. 
Both central and peripheral vision should be tested 
and an examination made for slight strabismus, 
minute irregularities, opacities, evidences of previous 
disease in the media and fundus, and refractive 
errors. Permanent records of the findings of such 
examinations should be kept in case they may be 
needed as evidence in lawsuits to obtain financial 
remuneration from the corporation for physical in- 
jury. Trachoma and other contagious diseases of 
the eye may be detected and epidemics warded off 
by such examination. In addition, it will bring an 
abnormal eye condition to the employee’s attention 
so that he may obtain proper treatment. 

The author discusses in detail the proper lighting 
of shops. The cost of such lighting he gives as 
approximately 14 of 1 per cent of a man’s wages. 

Most shops have come to realize that goggles are 
essential. A glass can be placed in goggles to correct 
a refractive error. 

Proper tools and proper protective devices on 
machines will reduce the number of eye accidents. 
Most hammering accidents are caused by using tools 
with burred or mushroomed edges. Dust particles 
should be removed from machines and from rooms 
by an exhaust system. Where molten metals are 
being poured the goggles should be supplemented by 
leather masks to protect the face and head. Properly 
tinted glass should be used by persons working in 
exceedingly bright light such as that due to electric 
welding and blast furnaces. This will protect the 
retina from serious injury. 

The so-called ‘‘shop oculist”’ is one of the greatest 
menaces to eyesight as he attempts to remove foreign 
bodies from lids and cornez with dirty hands and 
poor illumination and instrument. 

The vapors in certain industries should be very 
carefully removed or diluted as their inhalation fre- 
quently causes blindness. These include the vapors 
of di-nitro benzine used in the manufacture of anilin 
dyes, bi-sulphide of carbon used in vulcanizing rub- 
ber, the nicotine in tobacco factories, arsenic, lead, 
carbon monoxide, and woeod alcohol. 

In conclusion the author states that office em- 
ployees should be given refraction tests by a com- 
petent oculist. T. D. ALLEN, M.D. 


Landolt, E.: A Study on Strabismus. Am. J. Ophth., 
1923, V1, 93- 

Landolt attacks the question of strabismus from 

the standpoint of the central nervous system. He 
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points out that the innervation of convergence is 
analogous to the innervation of accommodation, 
both eyes receiving the same nervous impulse. It 
is not sufficient for the images to be simultaneously 
formed at the fovea of both eyes (convergence); 
they must also be well defined (accommodation). 
The degree of convergence and accommodation is 
inversely proportional to the distance of the object 
from the eyes. In hyperopia the same degree of con- 
vergence must be accompanied by a greater amount 
of accommodation corresponding to the degree of 
hypermetropia. 

The author objects to the statement that a person 
“‘squints with the left eye” and to the phrase “‘a left 
convergent strabismus.” He believes it would be 
better to say, ‘‘The patient has a concomitant con- 
vergent strabismus and uses his right eye for fixa- 
tion.” This statement would be in agreement with 
the etiology of strabismus. He regards amblyopia 
as the cause rather than the effect of the squint, 
and cites the fact that cataractous eyes do not be- 
come amblyopic but have good vision as soon as the 
cataract is removed. A result of long-standing con- 
vergent strabismus is limitation of lateral motion, 
especially in the eye which deviates. This is another 
effect of strabismus. 

After proper lenses have been prescribed, the 
accommodation has been paralyzed, and stereo- 
scopic exercises have been outlined it may be neces- 
sary to operate. 

For the surgical treatment of convergent, diver- 
gent, vertical, and paralytic strabismus and for 
convergent insufficiency the author recommends ad- 
vancement and condemns tenotomy. 

Vircit Wescort, M.D. 


Pickard, R.: A Method of Recording Disc Altera- 
tions and a Study of the Growth of Normal 
and Abnormal Disc Cups. Brit. J. Ophth., 1923, 
vii, 81. 

From a study of a series of curves and frequency 
polygons reported in a previous article Pickard 
concluded that the enlargement of the cup in adult 
life without symptoms of zlaucoma must be con- 
sidered an effect of pressure, and that such cases 
require careful watching for the development of 
glaucoma. In this article he outlines his method of 
drawing and recording the disc and the cup. Having 
drawn them, he superposes a transparent celluloid 
plate marked off into 1/10 in. squares. Then, by 
measuring the size of the disc and cup, he calculates 
the percentage of the area of the entire disc occupied 
by the cup. 

In normal cases the enlargement is toward the 
temporal side. In primary optic atrophy there is 
cupping. In chronic glaucoma the enlargement of 
the cup is in all directions, remains conical, and 
reaches the temporal border first. Cases of glaucoma 
in which there is a small cup are more painful. The 
drawing of the disc and cup as a part of the routine 
record of eye cases is strongly recommended. 

Vircit Wescott, M.D. 
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EAR 


Smith, S. M.: Acute Aural Diseases in Children. 
Therap. Gaz., 1923, 3 S. XXXix, 77. 


The author urges the careful examination of the 
ear before an earache is pronounced unimportant 
and also as a routine procedure in cases of pneu- 
monia, influenza, typhoid, and the exanthemata, 
especially when there is an apparent relapse, be- 
cause frequently a relapse is caused by inflammation 
in the middle ear. 

Attention is directed to the dangers of neglect 
of the catarrhal variety, leading to interference with 
the hearing function, and of neglect of the suppurative 
variety, leaving such complications as intracranial 
infections. 

The importance of early incision of the drum and, 
when this does not suffice, early mastoid operation 
is emphasized. O. M. Rott, M.D. 


Esser, J. F. S., and Aufricht, G.: The Operative 
Correction of Ear Defects by Epithelial Inlays 
(Operativer Ersatz der Ohrdefekte durch “Epithele- 
inlage’’). Arch. f. klin. Chir., 1922, cxx, 518. 


In cases of complete absence of the lobule of the 
ear a flap which is larger by one-third than the 
desired lobule and 0.5 to 0.75 cm. thick is cut from 
the skin of the neck below the ear, and a piece of 
softened Stent’s mass, the size of a hazelnut, is 
applied between the skin flap and the secondary 
wound site to obtain an impression of the wound 
surface. The Stent’s impression is then wrapped in 
a Thiersch flap in such a way that the wound surface 
is on the outside and the center of the Thiersch flap 
occupies that point of the impression which will 
be deepest in the wound cavity. The mass with its 
covering of epidermis is then fitted into the wound 
cavity and the edges of the graft are sutured to 
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those of the wound. The Stent’s mass is removed - 
after two or three weeks when the Thiersch flap 
has become healed in. In this way, the posterior 
surface of the new ear lobule and the secondary 
defect are covered with epidermis. Subsequently 
only slight cosmetic corrections are necessary. 

In the correction of defects of the auricle a carti- 
lage framework from the sixth and seventh costal 
cartilages is used. This is suitably shaped immedi- 
ately after its excision so that it will not be injured 
subsequently, and is then placed in a prepared canal 
under the skin behind the ear. After three to four 
weeks, when the cartilage has healed in, the skin 
flap with bone and cranial periosteum is under- 
mined through a curved incision at the hair-line. 
The Thiersch flap heals to the bone which has been 
freed from periosteum. In the restoration of the 
ear lobule in the manner described, an impression 
with Stent’s mass is taken of the newly formed 
wound cavity. In this way the secondary defect 
and both surfaces of the new portion of the ear 
are covered with epithelium. The suitably large flap 
above and below is then mobilized by incision and, 
after freshening of the wound, is sutured into the 
defect of the ear so that the corresponding portions 
of the helix and antihelix are united with the proper 
parts of the auricle. 

The entire auricle is also reconstructed with 
cartilage from the sixth and seventh costal cartilages. 
The epithelial inlay under the cartilage-skin flaps 
is supplied with thick Stent’s. masses as if projecting 
ears were to be made. This is important, as the 
shrunken epithelium draws the new ear backward. 
If there is doubt as to the nutrition of the flap, the 
flap may be dissected free gradually with smaller 
epithelial inlays at intervals of three or four weeks. 
The procedure is shown in illustrations. 

HAuMANN (Z). 
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Natanson, L. N., and Lipskeroff, I. B.: Perforation 
of the Nasal Septum in Cocaine Sniffers 
(Ueber die Perforation des Septum nasi bei “‘Co- 
cainschnupfern”). Medinzinski J., 1921, i, 463. 

Among eighty-six cocaine sniffers, most of whom 
were prostitutes, the authors found only three who 
did not have nasal changes due to the cocaine. In 
seventy-eight they found a perforated septum, in 
two, an ulcer of the septum, and in three, healed 
ulcers. From a careful investigation of sixty-two 
cases the following facts were learned: 

1. The presence of the perforation was unknown 
to the patient. 

2. In all cases the perforation involved the 
cartilaginous portion of the septum. There were 
no other changes. The small perforations were 
round, the larger ones oval. The edges were under- 
mined. The lumen of the perforation was frequently 
occluded by an odorless crust. 

3. The sense of smell was preserved, but at 
times diminished. 

4. In four cases there was sinking of the nasal 
cartilage. 

5. The palate, nasopharynx, and larynx presented 
no changes. 

6. Perforations were found even when the drug 
had been used only a few weeks. 

7. The ages of the sniffers ranged from 14 to 30 
years. 

8. The dose was 1, 5, or 10 gr. of cocaine daily, 
sometimes even more. The sniffing was indulged in 
for from two months to nine years. The average 
length of time was between two and three years. 

9. Of the sixty-two sniffers twenty-five had 
latent syphilis, five were in the primary or secondary 
stage, and one had tertiary syphilis. The rest were 
not syphilitic. 

The authors do not believe that syphilis was the 
cause of the perforation. Histologic examination of 
the peripheral portions of the perforations presented 
showed destruction of the hyaline cartilage, de- 
generative changes in the connective tissue, slight 
lymphoid infiltration of the submucosa, pronounced 
anemia, and narrowing of the blood vessels. 

The authors’ conclusions are summarized as 
follows: 

1. In cocaine sniffers, ulceration of the septum 
develops first and then perforation. 

2. The cocaine perforation is localized in the car- 
tilaginous portion of the septum and resembles the 
perforating ulcer of the septum. When the perfora- 
tion is large, collapse of the nasal cartilage occurs. 

3. Only exceptionally is the use of cocaine harm- 


ess. 
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4. In the diagnosis of a perforation of the carti- 
laginous portion of the septum the possibility that it 
may bea cocaine perforation should be borne in mind. 

5. Cocaine perforations of the septum nasi should 
be given a prominent place in textbooks on rhinol- 
ogy. LuTHER (Z). 


Bakker, C., and Oudendal, A. J. F.: A Rare Chon- 
droma of the Nose (Ein seltenes Chondrom der 
Nase). Zitschr. f. Laryngol., Rhinol., etc., 1922, xi, 97. 


The case reported was that of a Javanese woman 
in whom, in the course of two years, a tumor of the 
nasal septum developed and disarranged the entire 
anterior portion of the nose. This growth measured 
50 by 35 by 28 mm. Within it was a necrotic cavity 
measuring 6 by 13 by 4 mm. The diagnosis was 
ecchondroma of the nasal septum. 

Histologically, the tumor appeared to be divided 
into numerous small islets of cartilage separated by 
connective tissue. The basic substance was pure 
hyaline cartilage. Nowhere were there any signs of 
calcification, ossification, or vascularization. In the 
necrotic foci the connective tissue was partially 
maintained but showed signs of fresh and old 
hemorrhages. Signs of chronic inflammation were 
noted at different points in the connective tissue 
of the tumor. RuNGE (Z) 


Dunham, K., and Skavlem, J. H.: Sinus Disease 
and Lung Infections. J. Radiol., 1923, iv, 37. 


Of 389 patients referred by able clinicians as tuber- 
culous the authors found 28 per cent to be suffer- 
ing from some other infection, and among these non- 
tuberculous cases the primary focus outside the 
lungs was as a rule in the head. This observation 
has been so constant that in every case presenting a 
non-tuberculous lung lesion the authors examine the 
air sinuses and tonsils. 

Sinus disease may be present with absolutely no 
symptoms referable to the head of which the patient 
is aware. Of the 389 patients studied, all presented 
physical signs over the chest. The differential chest 
diagnosis was made on the basis of stereoscopic X-ray 
plates of the chest. When no evidence of active pul- 
monary tuberculosis was found the active focus was 
sought by most careful and complete physical and 
X-ray examinations. 

In cases showing definite symptoms and signs 
pointing to lung infection, differentiation is almost 
always a task calling for every clinical and laboratory 
test available. Chief and foremost is the X-ray 
picture of the chest. The reading of an X-ray chest 
plate should be done by a specialist. 

The normal lymph flow through the lung, which 
occurs from the parenchyma toward the hilum, 
except for a small area immediately under the pleura 
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which may drain into the pleural lymphatics, has a 
vital bearing on the pathology and progress of the 
disease. Of prime importance in the reading of an 
X-ray chest plate, however, is a thorough under- 
standing of the septa of the lung and their influence 
on the pathology. When an adult possesses the 
ordinary amount of resistance, the lesions of pul- 
monary tuberculosis tend to become healed. The 
lesions of an adult type of pulmonary tuberculosis 
are the result of repeated infections from without or 
within. Densities caused by the pathologic changes 
of pulmonary tuberculosis and shown on the plate 
vary in their quality and degree, progressing from 
the least dense to the heaviest, as follows: (1) serous 
exudate, (2) cellular exudate, (3) fibrosis, (4) case- 
ation, (5) calcification. A thorough study of chest 
plates with this understanding will enable one to read 
the changes in terms of the actual pathology. Given 
an acute infection or infarct, the resultant densities 
shown on the X-ray plate will all be of the same 
quality because all of the lesions will be in the same 
pathologic state. 

The lung lesions secondary to a chronic sinus infec- 
tion may be characterized as areas of exudate in the 
lung. Lesions located in the apices will produce a 
perfect clinical picture of incipient pulmonary tuber- 
culosis with fever, cough, expectoration, malaise, 
loss of weight, blood spitting, and localized rales over 
the apices. The X-ray picture may show definite 


localized densities, but when two or more densities 
are present they are of the same quality. 

The presence of a non-tuberculous lesion in the 
lungs having been determined, proper handling of 


the case will then demand an X-ray examination of 
the sinuses and the close co-operation of a competent 
nose and throat specialist. Malignant tumors of the 
lungs, such as carcinoma or sarcoma, spread by con- 
tinuity with no respect for septa. In the majority 
of cases the X-ray plate shows ball-like lesions. 

The authors’ conclusions are as follows: 

1. The first step in the differential diagnosis of 
lung diseases is to determine whether the lesion is 
tuberculous or non-tuberculous. 

2. In any case of apical catarrh, purulent bron- 
chitis, bronchiectasis, or localized areas of pneumo- 
nia, a search should be made for infection in the 
head or throat. 

3. The symptons of incipient pulmonary tuber- 
culosis are the symptoms of a focal infection. 

4. Aproperly interpreted X-ray plate of the chest 
is the most valuable aid in the differential diagnosis 
of tuberculous lung lesions and acute infections sec- 
ondary to sinus disease. Davip R. Bowen, M.D. 


Dahmann, H.: Osteoma of the Accessory Nasal 
Sinuses: Two New Contributions and a Critical 
Collective Review (Ueber das Osteom der Nasen- 
nebenhoehlen: Zwei neue Beitraege und kritisches 
Sammelreferat). Zischr. f. Hais-, Nasen-, u. 
Ohrenheilk., 1922, i, 261. 


The author reviews thirty-six cases of osteoma 
of the nasal accessory sinuses which have been 
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reported during the last ten years. Two of his own 
cases are described in detail. 

Dahmann’s first case was a previously diagnosed 
very large osteoma. Removal of the tumor resulted 
in a cure in spite of severe injury of the dura with 
the escape of cerebrospinal fluid. As the frontal 
sinus was normal and the nasal cavity was not 
opened, there was no infection of the meninges. 

In the second case the removal of a very small 
osteoma in the vicinity of the lamina cribrosa in a 
previously healthy person led to meningitis and 
death because there was a wide communication 
between the wound and the nasal cavity and the 
meninges were infected by way of the diseased frontal 
sinus. 

In conclusion the author gives a detailed descrip- 
tion of the pathogenesis, symptoms, and treatment 
of osteomata. BRUEGGEMANN (Z). 


Meyer, M.: Carcinoma of the Ethmoid Bone: 
With New Contributions on Ossification in 
Tumors (Ueber das Carcinom des Siebbeins: Mit 
neuen Beitraegen zur Knochenbildung in den Gesch- 
wuelsten). Ztschr. f. Hals-, Nasen-, u. Ohrenhcilk., 
1922, 1, 285. 

Among five carcinomata of the ethmoid bone 
observed during the last year there were three 
adenocarcinomata, one carcinoma commune, and 
one pavement-cell carcinoma. The characteristic 
rhinoscopic picture is the displacement of the septum 
toward the normal side by a bluish to grayish-red 
tumor which is superficially ulcerated. Occasionally, 
if the tumor originates from the posterior ethmvid 
cells, it is demonstrable also by posterior rhinoscopy. 
The symptoms—hedadache, hemorrhage, ocular dis- 
turbances, and swelling of the external nose—vary 
in different cases, and fluoroscopic and roentgeno- 
graphic examinations do not always give the same 
findings. Biopsy is very important in the diagnosis; 
therapeutically, a radical operation and subsequent 
irradiation are advisable, but recurrence is the rule. 

The second portion of this article is concerned 
with interesting anatomical observations on the 
development of bone by osteoblasts in preformed 
bones, the neoplastic and metaplastic development 
of bone in the supporting tissue, the new formation 
of bone from connective-tissue cartilage, and the 
development of cartilage from gelatinous tissue. 

SCHLITTLER (Z). 


Schlittler, E.: How May the So-Called ‘‘Serious 
Accidents” in the Irrigation of the Antrum of 
Highmore Be Avoided? (Wie lassen sich die sog. 
“ueblen Zufaelle” bei der Kiefernhoehlenspuelung 
vermeiden?). Zéschr. f. Hals-, Nasen-, u. Ohrenheill.. 
1922, 1, 371. 

The author disapproves of the use of sharp needle- 
or trocar-shaped instruments for the puncture oi! 
the antrum of Highmore, recommending instead the 
dull Siebenmann cannula with which the puncture is 
undertaken by way of the middle nasal meatus. 
He draws the following conclusions: 
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1. Most of the serious complications occurring 
in the course of puncture or irrigation of the antrum 
of Highmore can be traced to the occurrence of air 
embolism. 

2. A smaller number of these are reflex processes 
set up by the operative trauma in the medulla 
oblongata, the sympathetic-vagus system, and the 
cerebrum, causing symptoms in the respiratory and 
circulatory systems similar to those occasionally 
observed in other operative procedures in the 
interior of the nose in which air embolism can take 
no part, and those occurring occasionally as signs 
of cocaine poisoning. 

3. In all of the definitely proved cases of air em- 
bolism up to the present time a sharp instrument 
was used for the puncture or irrigation of the 
antrum of Highmore. In regard to the origin of the 
air embolism in the autopsy material available, it 
must be assumed that the point of the instrument 
piercing the mucosa of the lateral nasal wall or the 
antrum of Highmore punctured a vein, direct in- 
flation of air resulting. 

4. The decisive factor in the development of the 
air embolism is the manner in which the puncture 
of the antrum of Highmore is done. 

5. The use of dull, flexible cannule almost com- 
pletely prevents perforation of the mucosa of the 
antrum of Highmore; no case of air embolism after 
puncture or irrigation with a dull cannula has yet 
been reported. 

6. The puncture of the antrum of Highmore with 
the Siebenmann cannula through the fontanelles, 
through the membranous part of the middle nasal 
meatus, or through an accessory opening is no more 
difficult technically than other procedures. 

BRUEGGEMANN (Z). 
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Trinder, J. H.: X-Ray Treatment of Tonsillar and 
Lymphoid Tissue. Ayn. Otol., Rhinol. and Lar- 
yngol., 1922, XXXi, 1044. 

Both lymphatic and embryonic tissues are more 
easily destroyed by the X-ray than any other living 
cells. The tonsil is made up largely of lymph tissue 


_ and the small fibrous tonsil commonly associated 


with rheumatism contains lymph follicles, of which 
go per cent are embryonic tissue and the remainder 
engorged with mature lymphocytes. Very small 
doses of X-ray may be used to promote absorption 
of the lymphatic element, and will in no way inter- 
fere with any of the surrounding and adjacent cells 
or glands. From the standpoint of infection, the 
shrinkage of the tonsil and the lymph tissue of the 
lateral and posterior walls of the nasopharynx by 
the X-ray will relieve the distortion of the crypts 
throughout the entire mucous membrane and thus 
promote drainage. This is impossible by any other 
method. The technique requires a 5-in. spark gap, 
a current of 5 ma., a 2-mm. aluminum filter, an 
8 in. skin distance, and three minutes’ exposure to 
each tonsil. From five to ten treatments are given 
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at intervals of one week. The treatments are 
repeated in all cases until members of the hemo- 
lytic group or the pneumococcus group, or other 
pathogenic organisms found present, disappear. A 
minimum of five treatments is given if no viru- 
lent bacteria are discovered. 

Thirteen cases of tonsils examined before and after 
X-ray treatment showed no increase of. fibrosis, 
but some vacuolation of the cells of the mucosa 
with apparent widening of the crypts. There was no 
reduction in the size of the lymph follicles, but in a 
few cases there appeared to be a thinning out of 
the number of cells. There was no apparent reduc- 
tion in the amount of lymphoid tissue. . 

In observing the cases over a period of six months 
the author noted a marked reduction in size in 
the greatly hypertrophied tonsils following X-ray 
therapy. The tonsils removed after a course of 
roentgen-ray treatment showed marked retraction 
behind the pillars rather than a decrease in size. 
The organs were more densely adherent after treat- 
ment. 

In the author’s opinion, X-ray therapy is a valu- 
able adjunct to present-day methods of treating 
diseases of the throat, but its use is limited as the 
tonsil is apt to become infected after it has been 
rendered sterile by means of the X-ray. The opera- 
tion of tonsillectomy remains the method of choice 
when it can be used advantageously. In the cases 
of neurotic persons, poor operative risks, and persons 
who refuse any operative procedure, roentgen-ray 
therapy is of decided value. 

James C. Braswett, M.D. 


Boyd, E.: Observations on Some Throat Condi- 
tions in Children. Med. Press, 1923, n. s. cxv, 156. 


The author discusses: (1) the influence of the 
contraction of the palatoglossus muscle in the 
formation of the pendulous and buried types of 
tonsils, (2) snoring, (3) the influence of defective 
nasal breathing in the production of deformities of 
the bones of the face, and (4) affections of the tonsils 
in infancy. 

Boyd believes that the shape of the tonsil depends 
upon the strength of the contraction of the palatoglos- 
sus muscle. The stronger the muscle the more pro- 
truding or buried the tonsil. Tonsils of the pendu- 
lous type are more easily removed with the patient 
gagging, but the removal of the buried type de- 
mands relaxation. 

Snoring is explained by the assumption that the 
tongue is relaxed and, with the epiglottis falling 
backward, partially shuts off the air-way. When the 
negative pressure in the thorax is sufficient to draw 
the air through the narrowed opening, the air is set 
in vibration. 

The defective growth of the bones of the face is 
more of a biological problem than the result of 
nasal obstruction. Factors of importance are the 
condition of the general health and nutrition in early 
life and the proper development of both the primary 
and the secondary teeth. 
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In the author’s opinion acute and chronic con- 
ditions of the tonsils may occur in infancy and the 
tonsils should be removed, when diseased, irrespective 
of the age of the child. The physician in charge 
should always be consulted. O. M. Rott, M.D. 


Babcock, J. W.: Observation on the Results of 
Roentgen Therapy in Chronic Tonsillitis. 
J. Am. M. Ass., 1923, 1xxx, 300. 


Babcock reports his observations on the results of 
roentgen therapy in nine cases of chronic tonsillitis 
to show the futility of depending upon this method 
in dealing with chronic infected tonsils. He found 
that roentgen therapy as now advocated may cause 
more or less diminution in the size of tonsils or other 
lymphoid tissue in the pharynx or nasopharynx, but 
that the residue may be acutely inflamed and much 
increased in size during the inflammation. More- 
over, it has been demonstrated that the small fibrous 
tonsil is equally apt to serve as a focus of infection 
with remote symptoms. 

The findings in excised tonsils indicate that they 
are not made free of pathogenic bacteria; that there 
is no evident increase in connective tissue, diminu- 
tion of lymphoid tissue, lack of activity of the germi- 
nal centers, or widening of the crypts. Neither the 
adenoids nor the hypertrophic lymph nodules on the 
posterior wall of the pharynx disappear or change in 
any appreciable way; and they are subject to occa- 
sional inflammations similar to those preceding 
roentgen therapy. General symptoms, involving the 
heart and joints, have not been relieved in these cases 
by roentgen therapy, but in several of them have 
improved following an operation performed some 
time after the roentgen treatment. 

In conclusion the author states that until it is more 
definitely shown that diseased tonsils and other 
lymphoid tissue in the pharynx and nasopharynx can 
be eradicated as efficiently by a less unpleasant 
process, reliance must be placed on surgery. 

O. M. Rott, M.D. 


Kuhn, C. F.: Tonsillectomy and Its Complica- 
tions. Am. J. Surg., 1923, Xxxvii, 22. 


The author stresses the importance of a careful 
pre-operative examination of the patient in order to 
discover conditions which, unrecognized, might give 
rise to severe or even fatal complications following 
or during the removal of the tonsils. Several case 
reports are given to illustrate this point. The follow- 
ing complications are mentioned: haemorrhage, the 
lodging of a food bolus in the pharynx, status lym- 
phaticus, feeble heart, coincident suppurative ap- 
pendicitis, lung abscess, tuberculosis, syphilis, lym- 
phosarcoma of the cervical glands, suppuration of 
the accessory sinuses, and neurasthenia. 

In order to discover the presence of such com- 
plications the patient should be taken to the hospital 
the day previous to the operation and complete 
physical and laboratory examinations should be 
made in addition to careful recording of the history. 

O. M. Rott, M.D. 
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Figi, F. A.: Cysts of the Bursa Pharyngea. Lary) ¢0- 
Scope, 1923, XXXIll, 37. 

The bursa pharyngea is a small median pouch or 
recess connected with the pharyngeal tonsil on the 
upper posterior wall of the nasopharynx. Its nature 
is still indefinite but has been variously state: to 
be: (1) the remains of Rathke’s pouch, (2) a crypt 
developed in connection with the pharyngeal tonsil, 
(3) an independent outgrowth of the mucous mem- 
brane. The first of these is ruled out by Fraser's 
work demonstrating that Rathke’s point is along 
the back of the nasal septum, a situation entirely 
too far forward for the development of a cyst in this 
region. 

Cysts of the pharyngeal bursa were first observed 
in the cadaver by Luschka in 1868. Tornwaldt, 
in 1885, attempted to show a definite relation 
between these cysts and nasopharyngeal catarrh. 
so-called Tornwaldt’s disease. These cysts rarely 
become large enough for clinical recognition. They 
vary ia size from a few millimeters to about 2 cm. 
in diameter and may occur at any age. In the 
nasopharyngeal mirror they appear as glistening 
hemispherical bluish-gray or slightly yellowish 
masses having broad attachments to the midline of 
the upper posterior wall and the vault of the naso- 
pharynx. They are either unilocular or multi- 
locular, have a thin limiting membrane, are slightly 
fluctuant, and contain thick viscid mucus or muco- 
pus. The posterior wall is formed by the mucous 
membrane over the basilar process of the occipital 
bone, which is excavated according to the curve of 
the cyst wall. As a rule such tumors do not cause 
symptoms unless there is an associated inflamma- 
tory condition or they are large enough to cause 
obstruction. It should not be difficult to make a 
diagnosis as the location and appearance of the cyst 
are characteristic. Clinically, they are significant 
as a rule only from a diagnostic standpoint, many 
of the cases having been found accidentally during 
the course of routine nasopharyngeal or detailed 
postmortem examinations. Two cases are reported, 
one that of a man aged 37 years, the other that of a 
man of 52. In both instances the cyst was dis- 
covered during the course of a routine nasopharyn- 
geal examination, no symptoms referable to the tu- 
mor being present. 


Berry,G.: War Surgery of the Larynx, with Special 
Reference to the Work at Cape May... Laryi- 
goscope, 1923, Xxxiii, 85. 

The principal symptoms of war injuries of the 
larynx are aphonia, hemoptysis, dyspnoea, external 
hemorrhage, dysphagia, emphysema, difficulty in 
moving the neck, and injury of the nearby nerves. 
The more frequent complication: are bronchitis, 
pneumonia, septicemia, mediastinitis, and gas in- 
fection. 

The treatment depends upon the nature of the 
lesion. Palliative treatment consists of rest and the 
use of sedatives, steam inhalations, and allied medi- 
cation. Many cases are cured by these procedures. 
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The first essential is to prevent choking. If pallia- 
tive measures do not serve, a tracheotomy becomes 
imperative. If the case is under close observation in 
a hospital, tracheotomy may be delayed, but if the 
patient must be transported it should be performed 
at once. The majority of surgeons prefer to perform 
a high tracheotomy first and a low one later if the 
cannula remains in for a long period of time. 

Extralaryngeal bleeding is controlled by the usual 
surgical procedures. Intralaryngeal bleeding usually 
stops spontaneously. 

The emphysema takes care of itself after free 
breathing has been restored and the wound has been 
opened up. Dysphagia due to traumatic swelling 
disappears as the oedema goes down. If the cesopha- 
gus has been cut, the edges should be sutured and 
the patient fed for a while through a tube or by 
rectum. 

The indirect laryngeal picture should be studied as 
early as possible in order that tears of the mucous 
membrane, oedematous stenoses, and early paralysis 
may be determined and recorded against later 
changes. 

Of twelve cases treated at Cape May, a high trach- 
eotomy was done in six, and in three of the latter a 
low tracheotomy was done later. In two, the tube 
was removed after three weeks, and in one, after 
one year. In another it will be removed soon, but 
in the fifth must be left in place for some time longer. 
The sixth patient has not been heard from for over a 
year. 

In four cases a chronic laryngeal stenosis devel- 
oped and required protracted operative treatment. 

The vocal results may be classified as follows: 
whisper voice, four; weak, hoarse voice, five; strong, 
hoarse voice, three. There were no fatalities in the 
series. 

In the author’s opinion, infection plays a very 
important part in the acute cases, but in chronic 
stenoses the presence of the tracheotomy tube is of 
greater importance. When a high tracheotomy is 
done, a space through which no air passes is estab- 
lished between the tube below and the cords above. 
The organism tends to fill up such dead space, the 
resulting stenosis being not so much a scar contrac- 
tion as a new tissue formation built in from the carti- 
laginous wall. In order to defeat this tissue infiltra- 
tion the caliber of the breathing tube should be 
diminished so that more air can pass around the tube 
to exert positive pressure. 

James C. BrAsweELL, M.D. 


Jurasz, A.: Subcutaneous Avulsion with Oblique 
Torsion of the Larynx After Burial (Subcutaner 
Abriss mit schraeger Torsion des Kehlkopfes nach 
Verschuettung). Ztschr. f. Laryngol., Rhinol., 1922, 
Xl, 117. 

In 1916, a soldier 24 years old was buried in such 

a way that he was covered by earth up to his mouth 

while in the standing position. His head was turned 

and bent to the left, his neck was squeezed, and 
respiration was possible only with the greatest 
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difficulty. The author saw the patient for the first 
time four years after the injury. Respiration was 
then difficult only on rapid walking, on bending 
down, and when the head was turned. Externally, 
absence of the muscular pad on the right side of the 
neck and of a connection in the center between the 
hyoid bone and the edge of the thyroid cartilage was 
found. Over the sternum was a protrusion as large 
as an apple, which proved to be the larynx. On 
laryngoscopic examination the entire left half of the 
larynx appeared shortened, but the right half was 
very clearly visible. The author explains this con- 
dition as follows: 

During the burial the right side of the neck was 
under considerable pressure from the masses of 
earth lying upon it. The right sternocleidomastoid 
muscle was stretched and ruptured with the forma- 
tion of a hematoma. In the larynx, stretching of the 
hypothyroid region and torsion and squeezing were 
produced. With developing stenosis of the larynx, 
an attempt is made to overcome the obstruction to 
respiration in a reflex manner by drawing the 
larynx upward and downward (Gerhardt’s symp- 
tom). The result of this attempt in this case was 
the avulsion of the thyrohyoid muscles and the 
upper cords of the thyroid cartilage, and the sinking 
of the larynx in its position of torsion down to the 
sternum. The hindrance to swallowing was shown 
roentgenologically to have been caused by the 
pressure of the displaced larynx on the cesophagus. 
HvENGEs (Z). 


MOUTH 


Darling, B. C.: Can the Medical and Dental Pro- 
fessions Agree on Any Standardized Treatment 
of the Focus of Infection? J. Radiol., 1923, iv, 39. 


The material presented in this paper has been 
compiled from about fifty-five replies to a question- 
naire sent out to 200 dentists in various parts of the 
country. These men are all well known in the pro- 
fession and their replies may be considered as 
representative of what dentists are doing today with 
the problems presented by oral foci of infection in 
the form of peri-apical and pyorrhceal conditions. 

The following questions were asked. 

1a. What is your present opinion as to extraction 
in the case of a tooth that shows definite peri-apical 
pericemental destruction? 

1b. What is your present opinion as to extrac- 
tion in the case of a tooth that shows definite peri- 
apical rarefaction or chronic abscess? 

2a. If you believe in root-canal treatment of 
these teeth what method do you recommend? 

2b. What X-ray appearance will differentiate 
those favorable for root-canal therapy from those 
to be extracted? 

2c. What important clinical symptom or guide, 
other than the X-ray appearance, will enable you 
to tell which teeth will go on to repair and bone 
restoration and which are a possible source of in- 
fection? 


r 
4 
) 


494 


3. Do you believe that where teeth show bone 
restoration more or less complete in two or three 
years this indicates that the teeth are no longer a 
possible source of infection? Why? 

4a. Is there any working basis in your locality? 
If so, what is it? 

4b. Does each dentist work it out for himself on 
the basis of root-canal treatment, if possible with- 
holding extraction? 

How would you define or standardize the 
dental attitude in this matter so that the dental 
and medical professions can understand each other? 

6. Inpyorrhoea what amount of alveolar destruc- 
tion indicates extraction? 

7a. Is it sounder for the diagnostic survey for 
the average dentist to consult with a medical or 
dental roentgenologist or to do all his own X-ray 
work and interpretation? 

7b. Will the public as well as the professions be 
benefited by sharing of the responsibility by con- 
sultation? 

The following is a summary of the replies. 

1a. Fifty-six per cent extract; ro per cent treat 
first; 34 per cent save. 

tb. Forty-eight per cent extract; 40 per cent 
treat first; 12 per cent save. 
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2a. There is too great a divergence of methods 
for classification. 

2b. Seventy-six per cent use the X-ray {or dif- 
— diagnosis; 24 per cent do not depend on the 

-ray. 

2c. Seventy-three per cent use clinical symp- 
toms; 27 per cent do not depend on clinical symp. 
toms. 

3. Thirty-eight per cent believe infection re- 
mains after bone restoration; 13 per cent are un- 
decided; 49 per cent believe infection is cured. 

4a. There is no agreed working basis. 

4b. Fifty-four per cent of the dentists work out 
each case for themselves; 13 per cent have a slight 
tendency to an agreed practice; 33 per cent are un- 
certain. 

5. The majority believe it is impossible to stand- 
ardize the dental attitude at the present time. 

6. There is no definite standard as to what 
amount of alveolar destruction indicates extraction. 

7a. Forty-two per cent believe the dentist 
should do his own X-ray work; 58 per cent favor 
consultation with a roentgenologist. 

7b. Twenty-four per cent are unwilling to con- 
sult with members of the medical profession; 76 
per cent are willing to consult. S. J. Seecer, M.D. 
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